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Abstract
Background: Hospitals are increasing utilization of advanced practice nurses (APNs). APNs do
not fit within the traditional nursing or medicine department structures. They are often hired by
organizations without full evaluation and assessment of management issues and structures to
support them.
Problem: APNs are employed to work throughout an acute care hospital. They report to medical
leadership but have no voting rights or representation on medical committees. They lack
connection to nursing staff and existing structures which impairs their ability to exhibit leadership
and advance nursing practice.
Purpose: This project seeks to answer: What organizational support and leadership structures are
needed for APNs to practice to their fullest ability in the hospital setting?
Outcomes: Interventions to clarify APN domains of practice, increase visibility, implement peer
review, and create support structures were implemented. The transformational advanced
professional practice (TAPP) model was utilized.
Results: APNs perceived increased knowledge in domains of practice, shared governance, and the
TAPP model. A pilot APN shared governance council was established. Eighty percent of APNs
in a department participated in a newly created peer review process.
Impact: There is increased awareness of APN domains of practice. Shared governance brings a
structure for APNs to participate in activities that impact their practice. The process begins with
small steps of change. Adoption is highly dependent on the context and culture of the organization.
Keywords: Advanced practice nursing, shared governance, structural empowerment, hospital,
magnet, leadership, outcomes
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Developing Organizational Support and Leadership Structures for Advanced Practice
Nurses in the Hospital Setting
Obtaining a master’s degree in nursing and then obtaining my adult and geriatric nurse
practitioner license was a highlight of my career. I very much enjoyed my work as a critical care
registered nurse prior to that and enjoyed autonomy in my role, connections with patients, and
collaborative work with my physician colleagues and the remainder of the care team. It was an
exciting time to advance my career and work towards my nurse practitioner (NP) license. There
was fabulous organizational support for nursing where I practiced, and we enjoyed the benefits
and reward that comes with being a Magnet designated facility. After obtaining my advanced
degree, however, I found myself in a different world. Now I was practicing as an advanced
nurse, but in a medical world, without the nursing support and structures to which I had become
accustomed.
When moving to my most recent position with a community hospital in 2015, I
appreciated the autonomy granted to NPs but found myself working in a silo with minimal crosscommunication with medicine or nursing. As a small group of advanced practice nurses (APNs)
working on the hospital medicine team, it became quickly evident we were lost in the system
with minimal voice in a very medically oriented system. From my travels to various medical
conferences and participation in the Society of Hospital Medicine (SHM), it became evident that
this was a national problem, and advanced practice nurses and hospitals alike struggled to devise
solutions. Within this context, I started seeking solutions to what kinds of support structures
existed for advanced practice nurses that work within and across hospital settings.
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Problem Description
Problem Background
Hospitals nationwide have increased utilization of APNs as a solution to address
physician shortages, resident work hour restrictions, increasing patient complexity, patient
safety, length of stay, and to help implement innovative care models as healthcare systems shift
to a community health focus (Bahouth et al., 2013). These providers include NPs, certified nurse
midwives (CNMs), certified registered nurse anesthetists (CRNAs), and clinical nurse specialists
(CNSs). There is a consensus among national and international nursing society and council
guidelines that clinical and professional leadership is one of the four components that define the
advanced practice role, (Elliott, Begley, Sheaf, & Higgins, 2016). Many APNs cannot fulfill their
role potential given misunderstandings of the role and lack of organizational support (Almost &
Spence Laschinger, 2002; Elliott, 2017, Elliott, Begley, Sheaf, & Higgins, 2016; Metzger &
Rivers, 2014; Hodges, 2009).
Advanced practitioners are unique in that they do not fit directly into nursing or medicine
categories but represent their own distinctive group with unique concerns (Metzger & Rivers,
2014). Often, organizations hire APNs without fully evaluating and assessing management
issues such as role definitions, credentialing and privileging, practice standards and regulations,
and a shared governance structure to support them; all of which directly impact their function
(Metzger & Rivers, 2014). The advanced clinical skills of APNs at times challenges professional
and institutional traditions. These traditions may inhibit service modernization and full
integration of the APNs into the organizations that hire them (Barton & Mashlan, 2011).
The evolution of APN practice in the hospital setting is occurring in the context of a
national dialogue to make improvements in our healthcare delivery system (Dubree et al., 2015).
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The Institute of Medicine (IOM) has issued a series of reports calling for safer, effective, patientcentered care that is timely and efficient (Institute of Medicine [IOM], 2001). In Crossing the
Quality Chasm: A New Health System for the 21st Century, health systems are called upon to use
evidenced-based decision making, anticipate patient needs, and cooperation among clinicians is
identified as a priority (IOM, 2001). The Affordable Care Act was passed into US law in 2010
with the goals to improve healthcare quality, accessibility, and control costs (Dearmon, 2017).
Around this same time the IOM published The Future of Nursing: Leading Change, Advancing
Health, which explicitly identifies nurses’ role in ongoing efforts to produce quality, costeffective care and underscores the need for nurses, including APNs, to practice to the full extent
of their education and training (2010). Adding NPs to inpatient care teams has been
demonstrated to generate revenue, reduce length of stay (LOS), and improve quality through
standardization of quality care (Kapu, Kleinpell, & Pilon, 2014). It is no surprise, then, that
hospitals have been increasing the recruitment of these providers to meet service delivery needs.
Local Problem
PeaceHealth is a non-profit Catholic health care system based in Vancouver, WA. The
system includes 10 hospitals located in Alaska, Washington, and Oregon. PeaceHealth Sacred
Heart Medical Center at Riverbend is a 347-bed regional medical center located in Springfield,
OR. There is a sister hospital, University District, nearby in Eugene that served as the original
hospital before Riverbend opened in 2009. Currently, the University District hospital has
maintained a smaller medical unit, Acute Care for Elders (ACE) unit, acute rehab, hospice,
emergency, and behavioral health services licensed to operate 104 beds combined
("PeaceHealth," 2017).
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PeaceHealth Riverbend and University District Hospitals employ APNs throughout the
various units. The same group of providers are credentialed at both locations and rotate as
needed. Most practice autonomously and report up through medical leadership, yet they have no
mechanism or process in place to impact quality, drive process improvements, or participate in
organizational leadership. They are not included on medical committees and lack voting rights,
which is restricted to medical doctors. Their lack of voice in decisions that impact patient care
and distance from nursing impairs their ability to exhibit leadership, advance nursing practice,
serve as change-agents, lead multidisciplinary groups, and facilitate collaboration with other
disciplines (Hodges, 2009).
Manifestations of the problem have been noted through the hospital. There are no job
descriptions for APNs working on the hospital medicine team. There are no clear role
expectations or integration plan when APNs are hired. There is no system for peer review.
Numerous problems have occurred with payroll variance and bonuses based on the various titles
an APN may have (CNS, NP, CRNA, CNM). APNs have limited ability to participate in
evidence-based practice (EBP) or quality improvement work outside of direct patient care.
Perhaps most problematic is that the APNs that work in medicine have become completely
separated from nursing. While a shared governance system has been created for nursing with
unit practice councils, the APNs are not included. Many APNs voice frustration and
unhappiness in the situation, mainly that they lack a voice in the organization and have minimal
input into the features and structures that control their practice. This places the organization at a
potential for increased employee turnover, decreased collaboration, and sub-optimal outcomes.
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Available Knowledge
Literature Review - Methods
The Johns Hopkins Nursing Evidence-Based Practice (JHNEBP) Question Tool was
utilized to place the research question into a searchable format. The population was identified as
advanced practice nurses working at PeaceHealth Riverbend and University District hospitals.
The intervention is the development of an advanced practice nurse shared governance structure.
The comparison is Magnet-designated facilities, which must demonstrate that APNs participate
in nursing shared governance. The targeted outcome is that APNs have a shared governance
structure within the hospital setting to gain visibility and structural empowerment to improve
processes, patient care, and improve interprofessional collaboration.
Search strategy. Databases including CINAHL, MEDLINE, PsycINFO, JSTOR,
PubMed, Google Scholar, and the Cochrane Library were searched in February 2019. The
strategy was to identify as many published research studies as possible. The Joanna Briggs
Institute was also queried. Keywords included advanced practice nursing, shared governance,
structural empowerment, hospital, magnet, leadership, and outcomes. For studies to be included
they needed to be in peer-reviewed journals, be in the English language, and focus on hospitalbased APNs. Excluded were studies limited to clinic-based APN practice and those confined to
the behavioral health setting, stand-alone oncology centers, or studies pertaining to all of nursing
in general rather than advanced practice nurses, the population of interest. Given this problem is
a relatively new phenomenon, search dates were left open. Both qualitative and quantitative
studies were included as well as clinical expertise papers.
Critical appraisal process. The articles obtained from the literature review were then
appraised and rated using the JHNEBP Evidence Level and Quality Guide (Dang & Dearholt,
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2018). They were categorized on the level of evidence scale from I-V, and a quality rating was
assigned. Each of the articles was reviewed and appraised utilizing the Critical Appraisal Tool
for Policies (Reavy, 2016) in addition to the JHNEBP Non-research Evidence Appraisal Tool
(Dang & Dearholt, 2018).
Results. A total of 10 articles were selected and compiled using JHNEBP summary tool
(see Appendix A). All of the evidence collected came from non-research material and was
categorized as level V. While this falls at the lower end of the rigor scale on the evidence level
hierarchy, the intervention of implementing a shared governance structure for APNs does not
come with the high level of risk that may be associated with direct patient care initiatives; thus,
the evidence level is appropriate and acceptable. Evidence collected includes expert opinions,
case reports or organizational experiences, and clinical practice guidelines from national
organizations. Data were collated and synthesized using the JHNEBP Synthesis and
Recommendations Tool (Appendix B). The best available evidence will be presented, all of
which has been graded good to high quality.
Synthesis of the Evidence
Common themes emerged, and the evidence was very consistent regarding key elements
needed to support APNs in the hospital setting. The need for strong centralized leadership with
APN supervision (Ackerman, Mick, & Witzel, 2010; Bahouth et al., 2013; Dubree et al., 2015;
Elliott & Walden, 2015; Harms, Ewen, Metsker, Swanson, & Oas, 2017; Kapu & Jones, 2016;
Metzger & Rivers, 2014; Paplanus, Bartley-Daniele & Mitra, 2014), a shared governance council
with the support to enact change (Dubree et al., 2015; Elliott & Walden, 2015; Sonson, 2013),
centralized regulatory and credentialing support with APN insight (Ackerman et al., 2010;
Bahouth et al., 2013; Dubree et al., 2015; Elliot & Walden, 2015; Harms et al., 2017; Kapu &
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Jones, 2017), professional development opportunities (Ackerman et al., 2010; Bahouth et al.,
2013; Dubree et al., 2015; Elliott & Walden, 2015; Harms et al., 2017; Kapu & Jones, 2016;
Paplanus et al., 2014; Sonson, 2013), and physician collaboration (Ackerman et al., 2010;
Bahouth et al., 2013; Dubree et al., 2015; Elliott & Walden, 2015; Harms et al., 2017; Kapu &
Jones, 2016) are all important considerations.
Centralized leadership. Of critical importance for successful integration of APNs in the
hospital setting is the development of a strong, centralized, leadership model that provides
visible leadership and APN supervision to ensure success (Ackerman et al., 2010; Mick, &
Witzel, 2010; Bahouth et al., 2013; Dubree et al., 2015; Elliott & Walden, 2015; Harms et al.,
2017; Kapu & Jones, 2016; Metzger & Rivers, 2014; Paplanus et al., 2014). This is important to
ensure understanding of the role and to define APN professional practice for the organization.
Elliot and Walden (2015) discussed the importance of defining a clear vision and reducing role
ambiguity by creating a professional practice model (PPM). Several authors supported this and
suggested developing a charter and defined vision for the group (Ackerman et al., 2010; Bahouth
et al., 2013; Harms et al., 2017).
Centralized leadership may look different across settings. Harms et al. (2017) reported
on their experience of creating an executive level leadership role in a large multi-state faithbased health care system to aid in developing an enterprise-wide strategy for effective utilization
and development of APNs. This was consistent with their focus on core areas to include people,
quality, stewardship, and growth. Other hospitals have created the role of chief advanced
practice officer (CAPO), which is parallel to both the chief medical officer (CMO) and chief
nursing officer (CNO), placing the APNs within the organizational hierarchy (Metzger & Rivers,
2014).
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Regardless of reporting structure, the formation of central leadership with decision
making power and linkage to nursing is important. The role should also involve centralized
regulatory and credentialing support (Ackerman et al., 2010; Bahouth et al., 2013; Dubree et al.,
2015; Elliott & Walden, 2015; Harms et al., 2017; Kapu & Jones, 2016). Many times,
administration is not familiar with the scope of practice and differences with state nursing
boards. Involvement with compensation models is also recommended (Harms et al., 2017; Kapu
& Jones, 2016; Paplanus et al., 2014). A fair and equitable model is needed with transparency
and clear pathways for growth. APN leadership should be directly involved with evaluating
market positions along with compensation and benefits structures. Hiring and onboarding should
also be included. The development of a clinical ladder can provide a structure to support
advancement and career growth (Paplanus et al., 2014). Multiple experts and facilities
emphasize the importance of offering professional development and leadership opportunities
(Bergum et al., 2017; Elliot & Walden, 2015; Kapu & Jones, 2016; Paplanus et al., 2014;
Sonson, 2013). This is also consistent with ANCC Magnet guidelines.
Shared governance. Shared governance is a system of structural empowerment that
allows members to participate fully in all activities that impact their work (Sonson, 2013). The
development of a shared governance system is a component of the Magnet recognition journey.
Advanced practice nurses, working at the top of nursing practice, must be included. The
development of an executive leadership council for APNs to participate in practice decisions and
drive change is recommended. Components of APN shared governance include peer review,
committee participation, research and EBP innovation, education, APN models of care and role
development, and organizational decision making (Ackerman et al., 2010; Bahouth et al., 2013;
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Bergum et al., 2017; Dubree et al., 2015; Elliott & Walden, 2015; Harms et al., 2017; Kapu &
Jones, 2016; Metzger & Rivers, 2014; Sonson, 2013).
Physician collaboration. As hospitals build their APN programs and create the climate
and structure to allow them to work at the top of their licenses, it is extremely important to gain
physician partners’ receptivity (Dubree et al., 2015). Implementation will be hindered if
physicians perceive APNs as competition. Attention must be given to the cultivation of effective
relationships among physicians, APNs, and appropriate administrative personnel to allow honest
and productive conversations and breakdown practice barriers (Dubree et al. 2015).
As part of the APN central leadership council, interprofessional initiative engagement
and the creation of physician partnerships are highlighted as critical (Bahouth et al., 2013;
Dubree et al., 2015; Elliott & Walden, 2015; Harms et al., 2017; Kapu & Jones, 2016). The
development of clear role definitions and the use of a model can help meet the challenges of
domains of practice discussions. Elliott and Walden (2015) developed the Transformational
Advanced Professional Practice (TAPP) model that is useful for organizations seeking to
establish structures and processes to support exemplary advanced practice nursing.
Conclusions from the evidence. These recommendations are based on established
national guidelines and models within nursing. Combined, the evidence appraised is considered
trustworthy, valid, and offers critical insights into the identified system problem.
The current healthcare imperative for providing higher quality care in a cost-effective
manner brings demand for APNs to the forefront. Stewardship requires focused resources to
improve the health of communities served in the most economical manner possible. APNs are
exceptional providers at a lower cost, and there is abundant evidence to support the enhanced
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utilization of APNs throughout healthcare settings (Dubree et al., 2015; Harms et al., 2017). As
hospitals recruit and hire these providers, it is crucial that structures are in place to support them.
The successful integration of APNs within the hospital requires commitment from the
organization’s top to provide central leadership and support for these providers to practice to
their full potential. Research findings were consistent in identifying the importance that APNs
provided leadership throughout the process of hiring, credentialing, creation of care delivery
models, peer review, and participation in multi-disciplinary committee work. APNs are ideally
suited to lead committees and drive organizational efficiencies while optimizing patient care
outcomes.
The proposed project for creating a formal organizational support system and centralized
leadership at PeaceHealth is supported by the evidence and best practices within nursing.
Planning and consideration upfront for funding sources and budgeting is important. A full
assessment of the status quo and creating a vision for the future should be established before
implementation steps begin (Bahouth et al., 2013; Harms et al., 2017; Kapu & Jones, 2016).
Another facet to be considered is the relevance of culture change. PeaceHealth, as in
many other hospitals, has a physician-centric model where providers operate in silos to provide
patient care. On a national level, as the scope of practice expands for nursing, physicians may
feel the values and identity associated with the history of the medical profession being the
dominant providers encroached upon (Gardner, 2010). Physicians are typically trained in this
silo approach to care and that they are the leaders responsible for patient care, with little
understanding of others’ roles (Gardner, 2010; Milne, Greenfield, & Braithwaite, 2015). As
healthcare shifts to team-based models of care, it is often difficult for members with identities
that place a priority on being treated with deference to compromise and respect other groups
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(Gardner, 2010). As summarized well by Herbert (2005), healthcare providers need to work as
full partners within the same space with the goal of patient-centered care. This includes a
cultural shift from healthcare silos to a system of cooperating equals who contribute to a shared
vision of health.
This context needs to be considered when implementing new care delivery models and
expanding visibility for a group of providers. For this reason, the suggested project changes will
start with smaller, incremental steps, and other components will be deferred to future planning
sessions. The creation of a pilot shared governance model with the support of top administration
to enact changes is a reasonable start. Collaboration and teamwork will be highlighted as critical
components to minimize threats.
Rationale
Theoretical Models
In researching best practices for utilizing APNs in the hospital setting, the Texas
Children’s Hospital transformational advanced professional practice (TAPP) model (see
Appendix C) for advanced practice nurses will be used as the foundation (Elliott & Walden,
2015). While the TAPP model will serve as the primary practice model, Rosabeth Moss Kanter’s
Theory of Structural Empowerment (Kanter, 1981) will serve as the secondary theoretical model
and supports the project on a conceptual basis.
TAPP model. Defining professional practice within an organization is necessary for
APN practice to be more visible and affect meaningful change for patients, communities, and
healthcare systems (Elliott & Walden, 2015). The TAPP model was adapted from the Strong
Memorial Hospital model for advanced practice nurses in acute care which was the first to
publish such a model and has been validated by several other researchers (Chang, Gardner,
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Duffield, & Ramis, 2010; Doerksen, 2010; Elliot & Walden, 2015). The TAPP model expanded
upon the Strong Memorial model by adding two additional domains of practice and renaming
others for clarity. In total, the TAPP model consists of one patient care domain, which forms the
essence of the APN role, and six professional practice domains to include: 1) organizational
priorities, 2) quality and safety, 3) evidence-based practice (EBP) and research, 4) education, 5)
transformational professional practice and 6) credentialing and regulatory practice (Elliott &
Walden, 2015).
Organizational priorities describe activities to promote operational effectiveness. This
may include engaging stakeholders in evaluations of practices and problem solving, leading
clinical teams, chairing committees, or directing other initiatives to improve patient care or
clinical practice of nurses or other professionals (Elliott & Walden, 2015).
Quality and safety involve initiatives that ensure healthcare delivery is safe, effective,
timely, efficient, equitable, and patient-centered and involves the use of tools and information
systems to support quality initiatives (QI) leading to improved outcomes (Elliott & Walden,
2015).
EBP pertains to the engagement of the APN in scholarly activities that generate and apply
the best evidence to support patient care and advanced practice while growing a culture of
clinical inquiry (Elliott & Walden, 2015).
The education domain is central to advanced practice. APNs should assess the learning
needs and use appropriate strategies to promote the knowledge development of students, peers,
nursing staff, and interdisciplinary colleagues. This also involves developing programs and
resources for patient and family learning needs (Elliott & Walden, 2015).

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
18
Transformational professional practice involves activities that transform practice by
promoting and disseminating knowledge beyond the APNs practice setting. Activities may
include professional organizational membership and involvement, presentations, publications,
legislative and policy-making activities that can influence healthcare and the APN role (Elliott &
Walden, 2015).
The final domain of credentialing and regulatory practice involves activities related to
licensure, credentialing, certification, billing and coding, reimbursement, and adherence to
professional and regulatory standards. APNs should participate on advisory committees and task
forces when available (Elliott &Walden, 2015).
This model is closely aligned with the findings from the literature on how hospitals can
best support and incorporate APNs. In the model, three superimposed continuums describe the
APN role and practice development. On the clinical expertise continuum, Benner’s nursing
theory is utilized to demonstrate the progression of the APN from novice to expert in the
provision of care in all seven domains of practice. On the health continuum, APNs advance in
their role expertise from providing care for patients that are healthy or have common, stable, or
chronic health conditions to caring for patients with more complex, acute, critical, or rare
conditions. In the role continuum, the APN is initially dependent on colleagues and mentors for
supervision and consultation in caring for patients. With experience, the APN moves from a
dependent role to a more independent role in each of the domains (Elliott & Walden, 2015).
The four unifying conceptual strands of the TAPP model describe the attributes of APN
practice, approach to care, and professional attitudes and include ethics, empowerment,
scholarship, and collaboration that are woven throughout the domains of practice (Elliott &
Walden, 2015).
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Kanter’s theory of structural empowerment. Rosabeth Moss Kanter is the author of
the structural empowerment theories initially written in the 1970s. She helped define and shape
the evolution of “economic man-centric” and “agency-centric” themes of organizational structure
and management to one of broader employee empowerment and decision making (Kanter, 2005).
Her theory maintains that while personality characteristics may play a role in employee
behaviors, situational conditions and lack of power decrease performance to a greater extent
(Kanter, 1981). Components include opportunities for advancement, access to information,
support, access to resources, and formal and informal power (Kanter, 1981). Kanter’s theory has
been applied to nursing by other nursing researchers (Almost & Spence Laschinger, 2002;
Spence-Laschinger, Almost, & Tuer-Hodes, 2003; Stewart, McNulty, Quinn Griffin &
Fitzpatrick, 2010).
Kanter conceptualizes power as the “capacity to mobilize people and resources to get
things done” (Kanter, 1981). The power is “on” when employees have access to information,
support, resources, and opportunity. When these lines of power are unavailable, the power is
“off”, and effective work is inhibited. The lines of power are forms of structural empowerment
in the workplace (Spence-Laschinger et al., 2003). The lines of power come from formal and
informal systems. The formal systems include job discretion and flexibility, jobs that are central
to the purpose of the organization, and jobs that are highly visible within the organization.
Informal power comes from strong relationships amongst peers, superiors, and subordinates
(Spence-Laschinger et al., 2003).
Research supports that the extent to which APNs have access to information, support,
resources, and opportunities in their work environment impacts their degree of collaboration with
other professions and managers, and influences job strain (Almost & Spence Laschinger, 2002).
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Project Framework
The implementation of this scholarly project will be developed with the use of the
Kellogg logic model. Logic models help to visually describe decisions and strategies for
thinking, planning, and communicating the project's goals and deliverables (Pasteur, 2016). The
tool is rooted in systems theory and can be compared to a roadmap that will guide the plan to the
expected destination in a specified amount of time (Pasteur, 2016). It demonstrates the
understanding of the relationships amongst the resources to operate the project, the activities
planned, and the changes one hopes to create (Kellogg Foundation, 2004).
Components of the logic model include resources and inputs, activities, outputs, short and
intermediate outcomes (goals), and long-term goals, or impact, that is anticipated (W.K. Kellogg
Foundation, 2004). The resources are the human, financial, organizational, and community
resources available to direct the project activities and are sometimes referred to as inputs. The
activities are what the program does with the resources. They include the processes, tools,
events, technology, and actions intended to bring about the program changes. Outputs are the
direct products of the program activities and may include different types of services. Outcomes
describe the specific changes in the participants’ behaviors, knowledge, skills, status, and level
of functioning (W.K. Kellogg Foundation, 2004).
For this scholarly project, short-term outcomes are those expected to be obtained during
the project timeframe. Intermediate outcomes are changes expected to occur six months to two
years after the project is implemented. Finally, the long-term outcomes are the fundamental
changes that are anticipated three to five years after project implementation.

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
21
Specific Aims
This project aims to seek evidence-based answers to the question: What organizational
support and leadership structures are needed for APNs to practice to their fullest ability in the
hospital setting? The target audience is the healthcare system and hospital executive teams and
leaders. From there, this project aims to implement a portion of the recommendations beginning
with a pilot organization support structure and shared governance model for advanced practice
nursing.
Context
Population
The target population for this project is APNs working within Riverbend and University
District Hospitals at PeaceHealth. The Department of Hospital Medicine currently has four NPs
and one CNS, employed by PeaceHealth. They spend most of their time in direct patient care
activities with efforts underway to recruit more that function in the hospitalist role. The
Department of Neurology employs four NPs.
There are many more APNs credentialed and working throughout the hospital who are
employed by independent physician groups. The Trauma and Acute Care Surgery Service and
Northwest Intensivists (critical care) also employ APNs. This project is designed to start with
APNs working for the Department of Hospital Medicine.
Local Care Environment
PeaceHealth Riverbend and University district hospitals both sit within Lane County,
OR. They serve the regional population of about 370,000 residents: the majority (>60%) of this
population resides within Eugene and Springfield (PeaceHealth, 2017). This is the secondlargest metropolitan area in the state of Oregon. PeaceHealth Riverbend, in Springfield, employs
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3,839 people and University hospital, in Eugene, employs approximately 502. The medical staff
and APNs are credentialed and cover shifts at both locations. Riverbend is the much larger
facility, with 61,057 annual emergency room visits and 24,692 annual admissions. In
comparison, the University district hospital has an annual emergency room volume of 32,500
visits and approximately 2,636 annual admissions (PeaceHealth, 2017).
PeaceHealth Riverbend is recognized as one of the “most beautiful” hospitals in the
country, ranking 6th in a national contest, reflecting the healing environment of the facility that
sits on 181 acres along the McKenzie River. Both hospitals are certified by Det Norske Veritas
(DNV) accreditation. Riverbend has been designated as a Certified Primary Stroke Center, a
Chest Pain Center, and is also an American College of Surgeons (ACS) Level II Trauma Center.
Relevant Elements of Project Setting
Many elements within the project setting will lend themselves to this system change
project. PeaceHealth has recognized the value that APNs provide, as evidenced by the growing
number of this population and continued recruitment efforts. Yet, they lack the structure and
processes to support them in a manner that allows them to practice to their full capability.
Implementing a shared governance structure and defining domains of practice will allow
expansion of the APN beyond clinical practice to capture the components of
clinical leadership, education, and research (Elliot, Begley, Sheaf, & Higgins, 2016).
Hospitals nationwide are experiencing similar situations. According to a Society of
Hospital Medicine (SHM) survey in 2007-2008, about 29% and 21% utilized NPs and physician
assistants (PAs) respectively, and by 2017, the number of hospitals reporting usage of NPs and
PAs combined was up to 63% (Scheurer & Cardin, 2017). This project has the potential to reach
well beyond the borders of the current project setting.
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PeaceHealth has a value and mission statement that includes respect, collaboration, and
stewardship in a learning environment to deliver safe and compassionate care (PeaceHealth,
2019.) This project will serve to highlight these values and ultimately has the potential to
improve operations and patient care outcomes in the long term.
Organizational Culture and Readiness for Change
The current culture of PeaceHealth is physician-centric and making changes can be
difficult. The timing for change, however, is good. The Oregon network has recently hired a
new chief executive officer (CEO), Mary Kingston, RN, FACHE, who oversees the two
hospitals of interest. Early on in her career, Mary worked as a nurse for 12 years before
transitioning into leadership roles. She helped her prior employer achieve Magnet status to
recognize excellence in nursing (Pietsch, 2018).
There is also a relatively new chief nursing officer (CNO), Heather Wall, RN. She is also
dedicated to advancing nursing and working towards ANCC Pathway to Excellence and Magnet
designation. As part of this journey, a shared governance structure for nursing was formed, and
it offers a foundation to build a parallel advanced practice council.
As the new CEO builds her team and brings in quality improvement and care
management leaders, the culture is currently strained, but ready to shift. There has been
resistance from some physicians as the new care management teams, which are nurse-driven, get
more involved in rounding, discharge planning models, and care transitions. During recent
Kaizen sessions involving care management, changes to rounding, and discharge planning,
nursing staff reported verbal abuses from some physicians and lack of participation from others.
The shift taking place is one from physician dominance as the patient care plan leader, to a care
team model focused on moving the patient smoothly through the system.
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It has become apparent in the planning stages that fear of change and tradition are also
important considerations. The organization does not currently have the dynamic flexibility to
implement these types of changes readily. As stated very well in Maccoby et al. (2013), “To
fundamentally change a health care system, you need to engage the system’s leaders in
understanding the need for change and how a changed system would improve future results” (p.
100.) This is no simple task in an organization that is highly bureaucratic. For this reason, only
very small steps of change will be initiated.
Needs Assessment: Strengths and Weaknesses
A SWOT (strengths, weaknesses opportunities, threats) analysis and organizational
assessment has been completed to identify organizational strengths and weaknesses. Strengths
include a dedicated group of APNs who have demonstrated resiliency through the challenges
faced thus far. There is a relatively new executive leadership team who has demonstrated
interest and motivation to change. The hospital is seeking Magnet recognition in nursing, which
supports the external factors that are influencing changes. The current nursing governance
structure that has been developed as part of the Magnet journey is in place and has the potential
to be expanded upon.
The Magnet Recognition program was developed by the American Nurses Credentialing
Center (ANCC) to identify organizational excellence, help facilities attract and maintain the best
nursing professionals, and contribute to high quality and safe patient care (Nurse.com, n.d.). The
five key components of the Magnet Model include transformational leadership, structural
empowerment, exemplary professional practice, new knowledge, innovations and improvements,
and empirical outcomes (Dang & Dearholt, 2018). If APNs truly represent the “highest grade of
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clinical leadership in nursing” (Elliott, 2017, p. 78), then they must be included in the domains of
magnetism.
Another strength is that the initial steps of the planned project are budget neutral. The
size of PeaceHealth is sufficient to offer the resources of staff, space, and IT specialists.
Identified weaknesses at this time are poor lines for communications (between
disciplines), the potential for perceived competition from medical staff, limited time for staff to
participate in activities beyond direct patient care, and the fact that many of the APNs do not
work directly for PeaceHealth. It may be difficult to create a shared governance system with
employees that do not work for the organization.
An opportunity is that PeaceHealth is on a pathway to seeking Magnet designation and
will need to incorporate APNs. Institutions with Magnet designation have been found to have a
significantly higher nurse-reported quality of care, and a professional practice environment that
is supportive of nursing is a key determinant (Witkoski Stimpfel, Rosen, & McHugh, 2014).
The hospital is part of a larger system with several other hospitals that may benefit in the
future from work being initiated at the current project site. Ultimately, the idea of an advanced
practice shared governance will grow to a system-level and include the outpatient APNs. This
project offers the opportunity of financial stewardship and increased cross-professional
communications and teamwork, which will only serve to strengthen patient care.
There are potential threats. A change in executive team leadership could potentially
derail this project, but that is unlikely, given they are all relatively new. The fact that the human
resources (HR) group is external to the hospital is a threat because they will have limited
involvement and may not appreciate the variance amongst hospitals. Physician and nursing labor
unions also represent potential threats as they must be involved and authorize any workflow
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changes. Any involvement of the physicians will need to go through the physician committee.
While this may be a threat, it could also be looked upon as an opportunity to increase
communications and collaboration.
Memorandum of Understanding
A memorandum of understanding (MOU) was created and provided to PeaceHealth
outlining the background for this project, the purpose, anticipated outcomes, and project
duration. The document has been signed by the project manager and stakeholders of Peace
Health (Appendix D)
Interventions
Logic Model Narrative
Outcomes were established and categorized into short-term, intermediate, and long-term
as guided by the Kellogg logic model (see Appendix E).
Short term outcomes:
1. By 6/2020 APNs at PeaceHealth have increased awareness of domains of professional
practice and understanding of the meaning of shared governance, as measured by a
blended evaluation tool administered immediately following an educational intervention.
2. APNs at PeaceHealth will have an APN pilot council starting with APNs in the
Department of Hospital Medicine by 7/2020, as measured by an audit of first meeting
minutes, the appointment of representatives, and completion of mission and committee
bylaws.
3. At least 80% of APNs on the hospital medicine team at PeaceHealth Hospital participated
in a Peer Review Process by 8/2020, as evidenced by a documentation audit after pilot
tool implementation.
4. APNs in the Department of Hospital Medicine at PeaceHealth Riverbend/University
District hospital have written job description drafts by 8/2020.
5. An interprofessional committee representing APNs, MDs, and Administration was
formed by 8/2020, as measured by meeting minutes, committee representative selection,
and the development of committee aims.
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6. APNs developed a new model of care delivery on the hospital medicine team at
PeaceHealth Hospital by 8/2020 as evidenced by implementing a pilot program on 1-2
medical floors from 7/2020 -8/2020.
7. Over 80% of participants rated this program evaluation favorably as measured by a
questionnaire administered in 8/2020 to solicit feedback on the newly developed
governance council, job descriptions, peer review process, interprofessional committee
creation, and pilot model.
Intermediate outcomes:
8. APNs participated in domains of practice beyond direct patient care exhibited by at least
30% of APNs participating in at least one of the following: research, education, EBP
quality and safety initiatives, advocacy, or interprofessional collaboration/committee
participation within two years of education and council formation.
9. By 7/2022 there will be a functioning shared governance council with direct ties to
nursing and established monthly or quarterly meetings, measured by utilization of at least
three of the following components: participation in organizational priorities/decision
making, APN insight into credentialing and regulation committee, the formation of an
education committee, APN participation in EBP /research, APN participation in quality
and safety initiatives, participation in transformational professional practice, creation of a
professional advancement pathway, the formation of a peer review process, a mechanism
for improved physician collaboration initiatives, or participation in APN role
development/models of care.
10. Peer-review completion is documented in >50% of APN files across departments one
year after process initiation beginning 2021.
11. Over 80% of APNs at PeaceHealth Riverbend have formal, written job descriptions,
approved by administration and HR, one year after process initiation on an audit of
various departments beginning 8/2021.
12. There is 15% increased inter-disciplinary teamwork at PeaceHealth Hospital, as
measured by the T-TAQ Questionnaire, one year following development of the
interprofessional committee as compared to the baseline results obtained from preintervention survey administered 5/2020.
13. APNs contributed to reduced system costs and increased revenue as evidenced by a
comparison of pre and post model labor expenses and an audit of RVUs starting 6-12
months after the implementation of pilot care delivery models.
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14. There is an active mechanism for APNs to give feedback and improve processes,
measured by improved APN engagement scores on annual hospital surveys beginning
Spring 2021.
Long-term outcomes:
15. APNs at PeaceHealth will have increased job satisfaction and participate in projects to
improve patient outcomes and reduce length of stay.
16. APNs at PeaceHealth will participate in decisions that impact their practice through a
shared governance model, thereby increasing visibility and leadership capability.
17. There will be on-going quality improvement in APN professional practice and clinical
excellence with ongoing annual peer reviews.
18. There will be increased role clarity and job satisfaction for nurses at Riverbend hospital.
19. There will be increased teamwork and interprofessional patient care leading to improved
patient outcomes.
20. APNs contribute to better financial stewardship in a time of limited resources, while
demonstrating decreased length of stay and improve patient care outcomes.
21. There will be increased APN job satisfaction, lower employee turnover, and increased
APN recruiting.
Of the 21 outcomes listed above, short-term outcomes 1-7 are expected to be completed
during the project timeframe. Interventions from the literature have been chosen that are
expected to be attainable during the short project timeline and have been selected based on the
current organizational assessment and culture. As this is a system change project, most of the
short-term outcomes identified are categorized as process outcomes, except Outcome 1, which
represents a change outcome. Outcome 1 involves increased awareness of the domains of
practice for APNs and the purpose of a shared governance system, as measured by a blended
evaluation tool (Appendix F) to measure the perceived increase in knowledge following an
educational intervention. The specific intervention was the creation of an educational module
developed in print and PowerPoint formats for staff training. A short post-test was created to
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assess for knowledge transfer using the blended evaluation tool in Appendix F. This form is a
self-evaluation form that each participant fills out after the training to measure their individual
perceptions of knowledge both before and after the training session. The associated intermediate
outcome expected is that at least half of APNs at PeaceHealth will participate in domains of
practice beyond direct patient care within two years of training. Ultimately, this will lead to
increased job satisfaction for APNs at PeaceHealth, and the collective projects that APNs
undertake will lead to improved patient outcomes and reduced length of stay for the hospital.
Outcome 2 is a pilot shared governance council represented by APNs in the Department
of Hospital Medicine within PeaceHealth Riverbend hospital by July 2020. Outcome success
will be measured by an audit of meeting minutes, the establishment of a charter and bylaws for
the council, and the assignment of representatives. The creation of this council will be done via
direct communication with APNs to arrange a mutually agreeable date and time. The
intermediate outcome is that there will be a functioning shared governance council, represented
by all departments, in place by July 2022 with established bi-monthly meetings with documented
member participation in at least three of the following: committee work, nursing education,
evidence-based practice projects, member participation on the credentialing and bylaws
committee, research, or participation in transformational professional practice. If these outcomes
are successfully met, the desired long-term outcome is that APNs at PeaceHealth will participate
in activities and decisions that impact their practice and have increased visibility and leadership
capacity within the organization.
Outcome 3 is that at least 80% of APNs working at PeaceHealth Riverbend/University
District in The Department of Hospital Medicine will participate in a pilot peer-review process
by August 2020 as measured by a documentation audit. Interventions will consist of forming a
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peer review committee, selecting an APN peer review tool to utilize as a pilot, and educating on
the process to all involved participants. Throughout the process, there will be involvement of
stakeholders for approval. By August 2021, it will be expected that at least 50% of APNs
credentialed at PeaceHealth Riverbend hospital are participating in an annual peer review
process as measured by a documentation audit of each APN file. The associated long-term
outcome will be the on-going quality improvement in APN professional practice and clinical
excellence.
Outcome 4 is that the APNs employed by PeaceHealth Riverbend hospital in the
Department of Hospital Medicine will have a draft job description by August 2020. The APNs
will work together to create a job description that reflects their workflows, department structure,
job function and goals based on the TAPP model, and current privileges outlined in the current
hospital by-laws. All necessary stakeholders (HR, administration, department leadership) will
have final review and approval. The intermediate goal is that by August 2021, at least 80% of
employed Riverbend APNs will have formal, written job descriptions approved by HR and
leadership and available on the hospital’s intranet. Long term, this will bring increased role
clarity and job satisfaction for nurses at PeaceHealth Riverbend hospital.
Outcome 5 will be the establishment of an interprofessional committee representing
APNs, MDs, and administration from the Department of Hospital Medicine by August 2020.
This will be measured by the selection of committee representation, established aims, and review
of meeting minutes. The committee will be composed of interested APNs, selected physician
champions, and administration. Education on the purpose of the committee will be in verbal and
written formats, and an agenda will be created before the first meeting. The output will be
increased awareness and respect for cross-disciplinary work with the goal of excellence in
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patient care. A validated survey to measure teamwork, the TeamSTEPPS Teamwork Attitudes
Questionnaire (T-TAQ) questionnaire (see Appendix G), will be administered in May 2020. The
associated intermediate outcome will be increased interdisciplinary teamwork at PeaceHealth
Riverbend as measured through the use of the same survey 6-12 months after project
implementation. The desired long-term outcome is increased teamwork and interprofessional
patient care leading to improved patient outcomes.
Outcome 6 is the creation of a pilot model of team-based care delivery on the hospital
medicine team at PeaceHealth Riverbend hospital as measured by the implementation of a pilot
model of patient care delivery involving MDs and APNs from July – August 2020 on one or two
medical units. The specific units will be determined in collaboration with administration based
on hospital needs. Input will be obtained from MDs, APNs, and administration. This pilot will
represent part of the work of the committee established in Outcome 5. The intermediate outcome
is that APNs will contribute to reduced system costs and increased revenue as measured by an
audit of provider labor expense and billing data before and 6-12 months following care model
implementation. The associated long-term outcome is increased financial stewardship in times
of limited resources along with simultaneous increases in teamwork, improved patient outcomes,
patient satisfaction, and reduced length of stay.
Outcome 7 is that project participants will rate program evaluation changes favorably
measured by a questionnaire to be administered in August 2020 (see Appendix H). The project
manager has designed the questionnaire to give participants a feedback mechanism on the newly
developed pilot shared governance council, the peer-review process, job description,
interprofessional committee creation, and the pilot care delivery model. The intermediate
outcome will be that a mechanism will be in place for APNs to give feedback and improve
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processes as measured by improvements on APN engagement scores administered each Spring
by the hospital, beginning April 2021. The desired long-term outcome is improved APN job
satisfaction, reduced turnover, and improved recruiting APN recruiting efforts.
Correlation of Interventions with the Theoretical Model Elements and Phases
Each of the interventions above is directly tied to the TAPP model. Outcome 1,
increasing awareness of domains of professional APN practice, comes directly from the
described domains of practice represented by the model itself (Appendix C). Elements include
direct, comprehensive family-centered care as the base and six professional development
domains, including transformational professional practice, quality and safety, EBP and research,
organizational priorities, education, and credentialing and regulatory support (Elliott & Walden,
2015). These elements, and the unifying strands of the model, will be the basis for the education
model presented.
Outcome 2, the formation of a pilot APN council, will serve as the vehicle, or
mechanism, to allow the APNs to move beyond direct patient care. Council creation is also
represented by the element of “support of organizational priorities”, which reflects engaging with
stakeholders in the evaluation of practices and problem resolution that leads to organizational
efficiencies (Elliott & Walden, 2015). The underlying thread of “empowerment” is also
represented in this intervention as well as the root leadership and governance system in place
within PeaceHealth Riverbend Hospital.
Outcome 3, peer review, touches on direct patient care, support of organizational
priorities (leading or participating in practice guidelines or procedures), and under the quality
and safety elements of the model.
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Outcome 4, the creation of a draft job description, will be represented by the element of
support of organizational priorities. Additionally, the job descriptions themselves will reflect the
various elements of the TAPP model. The underlying threads of collaboration and
empowerment are also captured via this intervention.
Outcome 5, the establishment of an interprofessional committee to increase teamwork,
interprofessional communication, and patient care highlights collaboration as the underlying
thread and also represents the elements of direct patient care and support of organizational
priorities by forming and serving on or leading a committee. This committee also has the
potential to touch other threads depending on the activities of the committee. It is possible that
new evidenced-based practice guidelines or order sets may be written, highlighting the element
of evidence-based practice and research.
Outcome 6, the creation of a pilot team-based model of care delivery, highlights
collaboration and is also represented in the elements of direct and comprehensive patient and
family-centered care, organizational priorities, credentialing and regulatory practice, and quality
and safety. Threads of professional ethics and empowerment are also captured in this pilot
model.
Obtaining feedback for program evaluation, Outcome 7, serves organizational priorities
and offers empowerment to APNs and involves collaboration, both of which are underlying
threads of the model.
By implementing the proposed interventions and creating structural support for APNs in
the hospital setting, both formal and informal lines of power are created and thus serve to
empower APNs, ultimately creating healthier and happier employees, which results in improved
productivity and job performance as described in Kanter’s theory. The formal lines of power
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come from improved visibility and centrality of the APN role within the hospital, and informal
lines will be created by increased inter and intra-professional relationships. Kanter’s theory also
lends support to the TAPP model itself in the threads of collaboration and empowerment.
Timeline
This project has been broken down into planning, implementation, data collection, data
analysis, and dissemination phases (see Appendix I). Planning began September 2018 and
continues through April 2020; at which time the project proposal will be presented for final
approval. Beyond the initial literature reviews, planning includes identifying and meeting with
stakeholders, establishing goals and logic model development, formulating the components of
shared governance, developing an evidenced-based peer review processes, creation of an
education program on shared governance and APN domains of practice, and creation of a
questionnaire to assess for knowledge transfer. A validated questionnaire, the T-TAQ, was
selected during this time frame. Finally, a questionnaire was developed to evaluate program
effectiveness.
Project implementation will occur from May 2020 – August 2020. The initial team
survey will be administered, education on shared governance and the TAPP model will be
delivered, followed by a post-test to measure knowledge, and council formation will occur. The
council will bring visibility to APNs and extend the reach and function of APNs at PeaceHealth
using the TAPP model as a conceptual framework. It will be a busy time with many
simultaneous projects taking place. The first APN peer reviews will take place, a pilot model of
care delivery matching APNs with MDs will take place on a designated hospital unit, and a
collaborative practice committee will be developed. The final questionnaire to measure program
effectiveness and solicit feedback will be administered in August 2020.
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September 2020 –December 2020 is when data analysis and the subsequent development
of conclusions and recommendations will occur. The post educational tests will be measured
and evaluated for change in knowledge regarding APN domains of practice and participation in
domains beyond clinical practice. Peer reviews will be audited for completion. The council
should have routine meetings scheduled by this time.
Dissemination will be the final stage and will begin in Spring 2021. The scholarly
project will be presented March-April 2021 as a formal report at Boise State University and to
the stakeholders at PeaceHealth Riverbend Hospital. Following this, results will be disseminated
via journal submissions and potentially nursing and hospital medicine conferences. My goal is
that by sharing this project with others that APNs across the country will be inspired to lead
changes within their organizations and lift the voice of APNs to strive towards exemplary
nursing practice and leadership.
Measures
Data collection is an important component of program evaluation. The sources of data
provide both descriptive information and outcome measures (Sylvia & Terhaar, 2018). With
established short-term outcomes of the project in place, the questions to ask during the
evaluation become precise and easier to answer (W.K. Kellogg Foundation, 2017). These
questions have guided the selection of data to collect, as proposed by Reavy (2016).
Data collection methods for each of the identified short-term outcomes, previously
identified in the logic model, follow. The rationale behind each data collection point is
considered and placed within the contextual elements specific to this project. Following the
measures will be a description of the analytic techniques employed for each data point. The
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outcomes, measures, and analyses are summarized in the outcome evaluation table (see
Appendix J).
Outcome 1 will be measured by a short test administered directly after the educational
intervention (see Appendix F). The test will use mixed-method data collection, consisting of 5
questions on a 5-point Likert-type scale, 2 questions on a 7-point Likert-type scale, and 2 fill-in
style open-ended questions designed to assess for increased knowledge, skills, attitude,
confidence, and commitment based on participating in the program (Kirkpatrick & Kirkpatrick,
2016). The questions are repeated for the participant to choose the rating that best reflects their
knowledge level before and then after the training sessions. This intervention is based on
Kirkpatrick’s Level-2 learning evaluation used across industries and has been adopted and
recommended by other healthcare institutions (Brigham and Women’s Hospital, n.d.). The test
will be delivered using paper forms and administered immediately after the education session to
all APNs in attendance. The results will then be entered into a spreadsheet.
This data is considered primary data collection. Primary data is collected when there is
no existing data to measure the results of the project (Sylvia, 2018). The two open response
questions will collect qualitative data about APN perceptions of the current practice
environment, recommendations for future planning, and beliefs regarding shared governance and
nursing practice. The Likert-type questions will offer quantitative data to measure knowledge
transfer.
The test questions will be drawn directly from the material presented on domains of
professional practice included within the TAPP model and information presented on the purpose
and scope of nursing shared governance. Validity ensures that the test measures what it is
intended to measure (Sylvia, 2018). This will come from a discussion with the stakeholders and
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be primarily based upon their wants and needs. The test questions will be discussed and agreed
upon before project implementation. The test is formatted and adapted from a blended evaluation
tool developed by Kirkpatrick and Kirkpatrick (2016.) Bias will be minimized by involving
stakeholders and adapting a validated survey tool from well-known authors and professionals in
the field of learning and employee development.
Participants selected will all be APNs working for PeaceHealth within the Department of
Hospital Medicine. Data obtained will be held confidential and reported only in aggregate form,
without identifying data of participants disclosed.
Outcome 2 is that APNs at PeaceHealth will have a pilot APN council, starting with the
Department of Hospital Medicine, by July 2020, as measured by an audit of meeting minutes, the
appointment of representatives, and completion of mission and bylaws. This type of data
collection is a simple record of completion. The Kellogg Foundation (2017) classifies this type
of activity as a “review of artifacts” and classifies it as qualitative data that demonstrates
important shifts in program development or maturation. A checklist will be created to capture
the completion of meeting minutes, completion of mission and bylaws, and participants (see
Appendix K). Validity does not apply to this measurement since it is essentially measuring if the
process was implemented or not.
Outcome 3 will be another record of process completion. The spreadsheet created by the
project manager for Outcome 2 will be expanded to capture participant name, role, department,
and a check indicated if peer review was completed or not. While most of the above data is
qualitative, the number of participants recorded will count for quantitative data. Like the
previous outcome, future phases may utilize quantitative data collection to demonstrate growth
once the program is established.
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Outcome 4 will be measured by the completion of a job description draft to define the
role and scope of APNs in the Department of Hospital Medicine. The draft will be written by
department council representatives in collaboration with human resources and department
administration. Qualitative data collection will involve an audit of the completed draft and be
represented by a checklist of completion that will be included on the multi-measurement
tool/spreadsheet created for previous outcomes.
Outcome 5 has two components. First, it will be measured by a checklist of completion
similar to that of Outcome 2 (Appendix K). Data collection will involve an audit of the meeting
minutes from the first meeting along with attendance records and a review of committee aims
and mission. The data will be reported as a record of completion and are considered qualitative.
This interprofessional committee is a small step in striving towards the long-term goal of
increased teamwork and interprofessional care leading to improved patient outcomes.
The second measurement for Outcome 5 is the completion of the T-TAQ (Appendix G),
administered to APNs and MDs from the Department of Hospital Medicine participating in the
interprofessional committee. It will be measured by a check sheet of completion. This is a 30item questionnaire that utilizes a 5-point Likert scale to answer six questions in each of five
domains of teamwork constructs: structure, leadership, situation monitoring, mutual support, and
communication. This survey is chosen because it has been used extensively in healthcare and
has high reliability and validity (Cronbach alpha for the five domains .7, .81, .83, .7, and .74
respectively.) A page will be added to capture the participants' roles and years of experience.
The survey will be administered anonymously in May-June 2019 to establish a baseline before
full program implementation. Scores will be tabulated and logged in a spreadsheet with the only
identifiers as role and years of experience. This will be considered qualitative data initially. The
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purpose is to have a comparison when the T-TAQ is administered again 6-12 months later to
measure the intermediate goal of Outcome 12, which will offer quantitative data on a change in
team function. This will occur, however, beyond the time from for this scholarly project. This
survey is available free of charge in the public domain.
Outcome 6 will be another process outcome that will be reported as a record of
completion. Pilot studies are also referred to as “feasibility studies” and can be used to make
program modifications for wider use (Reavy, 2016). An intermediate goal will be to reduce
system costs and increase revenue, which will involve quantitative data collection of pre- and
post-pilot project labor expenses and audit of billing data, but again, this data collection will
extend beyond the SP implementation timeframe. For now, the process of starting a crossprofessional team needs to be established. A spreadsheet will be developed to capture the
participants in the pilot, role, hospital unit, and time (Appendix K).
The second intermediate goal is to improve teamwork. The T-TAQ questionnaire will
also be administered to all participants in the pilot study. The pilot model processes and roles
will be discussed and planned by the interdisciplinary committee formed in Outcome 5. It is
expected that there will be some overlap amongst participants in the committee formed in
Outcome 5 and the pilot model of care delivery in Outcome 6, but there may be some
participants participating in the committee and not the model or vice versa. Participants will
only be administered the T-TAQ once, with a checklist of completion maintained. Results will
be maintained anonymously for future program developments.
Outcome 7 is a measure of program satisfaction. A mixed-methods data collection
questionnaire (Appendix H) has been developed to solicit feedback on the newly developed
governance council, job descriptions, peer review process, interprofessional committee, and pilot
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model of care delivery. Qualitative data questions consist of two open-ended items written to
solicit participant feedback regarding their satisfaction with project outcomes and obtain ideas
for future improvements. Quantitative data questions consist of eight items evaluated on a 7point Likert-type scale. The quantitative data will be aggregated and reported by item, and
qualitative responses grouped and reported in similar categories. The questionnaire will capture
the role of the participant but will otherwise be anonymous to protect confidentiality. The
delivery format will be on paper, given the relatively small participant size. This will again be a
primary data collection endeavor designed to understand participant perceptions of the program
as implemented. Validity will be provided through the involvement of stakeholders in
establishing questions that are valuable to them. Further validity and reliability will come from
using a cross-reference alignment check and using the questionnaire evaluation self-assessment
created by Cox & Cox (2008). These endeavors will also aid in minimizing bias.
Analysis
Analysis for Outcome 1 will involve simple descriptive statistics showing a comparison
of aggregate mean response scores per item on the blended evaluation tool pre-education vs.
post-education, to measure whether there was an increase in APN perceived knowledge of the
TAPP model and nursing shared governance after the educational session. The perceptions of
APNs on their practice role and nursing shared governance, obtained from the open-ended
questions, will be collected, categorized by question, and shared as anonymous responses.
Outcome 2 involves document review and a record of the percentage of APNs within the
department participating in the council. The purpose is to assess if a functional APN pilot council
is assembled that includes at least 80% of APNs within the Department of Hospital Medicine.
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Analysis of Outcome 3 is similar. The purpose is to assess if a peer review process has
been implemented and how many APNs in the Department of Hospital Medicine participated.
The analysis will come from a document review/check sheet and record the percentage of APNs
participating.
Outcome 4 analysis is also a document review, to determine if a job description draft has
been completed for APNs within the Department of Hospital Medicine that defines the role
utilizing TAPP model components.
Outcome 5 has two components. First, a document review, designed to assess if an
interprofessional committee has been established to include nursing, medicine, and
administration members, with established committee aims, missions, and representatives. The
second component is a document review assessing for completion of the T-TAQ Questionnaire.
For future phases, beyond the timeline of this project, the T-TAQ scores will be tabulated and
saved to repeat the survey in 6-12 months. At that time, descriptive statistics will be used to
compare mean/median scores in bar graph form, as well as to compare differences between
professions or years of practice.
Analysis for Outcome 6 is also staged into two parts. During the initial project
implementation time, a document review is done to verify the existence of a team-model of care
delivery. The T-TAQ scores will also be tabulated and saved anonymously for future program
phases.
Outcome 7 analysis will include descriptive statistics to report participant satisfaction
levels based on Likert-type scale scores, displayed in bar graph format representing aggregated
scores by item and responses to individual questions by provider type. The analysis goal is to
assess participant satisfaction and confidence in the programs implemented. The purpose of the
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open-ended qualitative questions is to solicit feedback and ideas for future improvements.
Qualitative data will be reported as provided by participants and grouped by provider type.
Ethical Considerations
Ethical Considerations and Protection of Participants
Ethical considerations undertaken include participation in ethics and compliance training
via the CITI (Collaborative Institutional Training Initiative) on-line modules. Also, an IRB
review has been obtained from PeaceHealth. This project is not intended or designed as research
and was submitted as a quality improvement project. There is minimal risk of harm to the
population of APNs, and there will be no identifiers that would breach anyone’s privacy. One
slight potential risk is APN integration and growth ithe current medical leadership feel
threatened and uncomfortable with the cultural shifts taking place from physician-centric to
team-based, thereby limiting the career advancement or possibly even the employment of APNs.
However, this is not expected, and measures will be taken to ensure all efforts are geared toward
the best patient care in a collaborative spirit.
It is possible that information, organizational structures, and culture reported about
PeaceHealth will require the organization’s approval before dissemination occurs. While the
current problems disclosed are not unique to PeaceHealth, they could potentially cause harm by
creating a poor image of the organization. Conscious efforts will be taken to avoid any harm to
the reputation of the hospitals or the system as an entity. Organizational representatives will
have the opportunity to review and provide input into final documents.
Data recorded in the data collection tools and checklists (Appendix K) will be stored on
the PM’s computer, which is password protected and stored in a locked home or office. The
paper questionnaires are administered anonymously and will be stored in the locked files in the
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Department of Hospital Medicine offices. Hospital administrators or the PM will be the only
individuals reviewing this raw data.
Peer review templates will be returned directly to the employee for which the peer review
was completed. Only a check sheet stating completion of peer-review will be placed in the
employee's file. These are secure files only accessible by medical staff administration and
officers.
Conflicts of Interest
There is a potential conflict of interest because I will be included in the target population
that the changes are intended to benefit. To mitigate this potential conflict, all planning and
activities related to this project will first be reviewed and approved by the organizational
administration.
Biases
As stated above, I am the project manager, an employee of PeaceHealth, and included in
the target population. This could create a potential bias because as an APN, I could benefit from
the findings and any changes that are implemented based on these findings. This has been
avoided by clearly defining the problem and a literature search that demonstrates that these
problems are not unique to the organization. All interventions are taken from current evidencebased practice and practice guidelines of similar institutions. Also, all interventions will be
reviewed and approved by organizational leaders to serve as a check against potential biases.
Assumptions have been made that the organization is interested in changes that reduce
patient length of stay, enhance teamwork, and improve patient care, patient outcomes, and
patient experience. The challenge will be educating the APNs, MDs, administrators, and
executive teams on the roles that APNs serve beyond direct patient care delivery and how they
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influence outcomes relevant to nursing. Addressing the assumptions and managing them with
education and dialogue will help reduce bias.
Threats to Quality
Potential threats to the quality of this project may be a lack of support from executivelevel leadership or medical teams and leaders or changes in executive leadership. Threats will be
managed by the identifying stakeholders upfront and solicitation of their involvement in setting
outcomes and thresholds for measuring initial results.
The potential lack of interest in this project from the medical leadership that has direct
oversight and budgeting responsibility for APNs working within the hospitals of the project
setting will be addressed by education and involvement. One or two physician champions will
be selected to help in implementation and committee participation. Physician collaboration has
been highlighted as a key component to project success in the synthesis of the evidence section
above and will be monitored and addressed throughout this project.
Regarding the threat of project failure due to a change in leadership, a memorandum of
understanding (MOU) has been signed (see Appendix D) to alleviate this risk and ensure the
project will continue despite employee or leadership turn-over.
IRB Application and Project Determination
This scholarly project was submitted to the Institutional Review Board (IRB) at Peace
Health in Springfield, OR. A letter of determination has been provided that has determined that
this project is considered non-research and will not be under the purview of the IRB (see
Appendix L).
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Project Budget
This project’s expenses include employee time, materials and supplies, use of meeting
space, information technology (IT) support, marketing, and computer and office use. For this
project, employee time/labor expenses compromise most of the expenses, as the focus is
developing support structures to support the practice of APNs within the hospitals.
The attached expense report (Appendix M) reveals the breakdown of anticipated
employee labor expenses. Project manager hours are expected to be approximately 126 hours to
cover time for meetings with stakeholders and participants, tool and questionnaire development,
training, committee formation, peer review formation and oversite, advanced practice council
development, pilot model development and monitoring, and data collection and analysis.
APN time is anticipated to include a two-hour training session, council meetings, peer
review, and committee formation and will occur while employees are at work. Salaries are
variable but an estimated mean of $60/hour is used to generate anticipated expenses. Physician
time is also included in a separate category as they have a higher hourly expense. Labor
expenses, while typically considered fixed costs, are considered variable in this case, as the
expenses will vary depending on the final numbers of participants in each activity. Total
employee expenses are estimated at $14,040 over the 3-month project time.
Other expenses in the project implementation period include computers and office space
at $1735, meeting room space estimated at $450, IT time of $400, materials and supplies of
$120, and a small amount for marketing the project at $75. This brings the total estimated
project expenses to $16,820.
As this project continues, it is expected that expenses will also increase, again, mostly
impacted by employee time and participation in the newly formed APN council,
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interprofessional committee participation, and peer review process. This is reflected in the
attached budget (see Appendix N). Employee expenses are also anticipated to increase in future
years with expected cost of living adjustments.
Room expenses also demonstrate an increase in future years with on-going meetings.
Computers, office and marketing resources have a smaller increase in year two, reflecting use
over a rolling 12-months rather than initial implementation time but then remains constant.
Materials and supplies will likely decrease after initial training sessions and are minimal.
For the first phases of this project, revenue to cover the expenses will be derived from inkind donations from the project manager and the hospital. Appendix O reveals a breakdown of
in-kind donations to include $7560 of project manager time, $6480 of hospital in-kind donations
of employee time, and the various smaller, in-kind hospital donations of room space, materials,
computers/office supplies, and IT time. There is a resulting net-operating income of zero for this
project.
Results
Intervention Steps
The project was initiated in late May by holding several discussions with the identified
stakeholders: administration, APNs, and physicians. These efforts were to gain interest and
commitment to the project’s planned events over the summer months. Interventions for
Outcome 1 were initiated first because the training and overview provided on shared governance
and the TAPP model were crucial for building and continuing with the other project goals. A
meeting was scheduled for June 4, 2020, and dinner was provided. In addition to speaking to
each of the four APNs within the Department of Hospital Medicine individually about attending,
a calendar invite was sent out the week prior. We had 100% attendance of APNs along with the
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Director of Hospital Medicine and Director of Nursing Shared Governance to represent the
administration.
The presentation was delivered live with PowerPoint slides and appeared to be wellreceived by attendees with appropriate feedback and discussion (see Appendix P). One element
that was not originally planned but incorporated in that training session was to have the Director
of Nursing Shared Governance at the hospital discuss the background and status of the
Department of Nursing Governance system. This was important since the goal is to eventually
link the Advanced Practice Nursing Council (APNC) to the general nursing structure.
Following the training session, each of the APNs was administered the post-test blended
evaluation tool to measure change in perception of knowledge on shared governance and the
TAPP model (Appendix F). Before adjourning, we set a date for the first APNC meeting. This
was the beginning of the interventions for Outcome 2.
Before the first council meeting, a calendar invite was sent out, and I created an agenda to
guide the group in activities that would be addressed. We were fortunate to have 100%
attendance at the first meeting. Three APNs and I were physically present, along with the
Director of Hospital Medicine representing the administration, and one APN called in remotely.
The meeting began by reviewing the purpose and function of the council. I also took the
opportunity to address feedback from two participants on the blended evaluation tool from
Outcome 1. One participant reported concerns with the time constraints of the activities
proposed over the next few months. Another participant wrote she felt we needed more defined
processes and goals to move forward. It was emphasized that this was the creation of a pilot
council that would be changing and evolving. I outlined the outcomes to complete for this
summer and how each would be measured. With the pilot council being a small group of five
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APNs (including myself), it was opted to forego several sub-committees because there are not
enough members to chair and direct the various sub-committees that would typically be seen
within a larger shared governance structure.
The remainder of the meeting involved discussion regarding nominating a chair and cochair, creating a mission and charter for the council, implementing peer review, creation of a job
description based on the TAPP model to define our practice, and the importance of collaboration
with physician partners.
Members of the group did not feel comfortable acting as chair of this council, expressing
that they did not feel confident enough to understand the functions of the role or the council itself
at this point. I intended to minimize my role, but due to the newness of the council and my role
in development, all members requested I serve as the first chair. One participant offered to serve
as the co-chair and learn more about the process. With the administration’s help, we set future
meetings to take place on the final Thursday of each month at noon. I took minutes for this first
meeting, and the Director of Hospital Medicine offered to have an administrative assistant
present for all future meetings to take minutes. Minutes were posted on the department’s
Microsoft Teams site for this meeting and the second meeting in August (see Appendix Q).
The discussion moved to defining our purpose and creating a mission. I offered a brief
discussion of the step’s importance and reviewed the hospital’s mission and values statement as
background data to consider. The group requested examples from other councils to review as a
guide. After the first council meeting, I searched and presented several examples for the group
to review at the next meeting and creating a draft mission (Appendix R).
The topic of the peer review process was beneficial. I had spoken several times with one
of the APNs well in advance, who had expressed interest and offered to lead this activity. I
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provided her with one article included in my literature review to get started. She built on that
with further literature review focused on peer review and used supplemental materials from a
prior employer. She provided a proposed framework to use and presented this to the group. One
member was quite vocal against peer review stating she was not in favor of others looking at her
work; and ultimately declined to participate. Another member brought up the idea of providing
suggestions on how to present feedback in a consistent and non-judgmental manner. The
Director of Hospital Medicine reviewed the hospital’s policy and confidentiality agreement that
allowed the activities to be HIPPA compliant and meet our hospital guidelines for chart reviews.
We then discussed the creation of a job description to define our practice. Elements
utilized to format included hospital by-laws, Department of Hospital Medicine workflows, and
the TAPP model. I could not get volunteers for this process, and the group asked that I create the
first draft and share it on the Microsoft Teams site for them to review. I created the first draft
before our second committee meeting to share and posted it on our Microsoft Teams site (see
Appendix S).
The final topic of collaboration through the Interprofessional Committee and the pilot
model of care were discussed. By this point, it was evident that people were fatigued by all of
the projects and processes. The original plan was to have a pilot model on one of the medical
units. However, despite discussing this plan months in advance and having agreement from the
administration, the schedule was created without pairing the MDs and APNs on a single unit as
planned. Therefore, the pilot was modified to pair an APN with a participating MD that may be
working in a different unit. Due to language in the physician union contract, we cannot use the
term “committee” with groups involving the physicians. Hence, it was designated as an
“Interprofessional Workgroup” (IWG).
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The first IWG group meeting took place on June 30, 2010. Before this meeting, I
reviewed the schedule for July and August, created a spreadsheet listing each of the APN shifts,
and matched them to a physician on the schedule who had previously agreed to participate (see
Appendix T). The spreadsheet was then submitted to the Director of Hospital Medicine to
review and approve. This spreadsheet was distributed at the meeting. An agenda was created in
advance, and a sign-in sheet was provided.
Two APNs attended the meeting (one physically present and one via remote in), the
Director of Hospital Medicine, and one of the physicians. The second physician who had agreed
to participate was unable to attend due to patient care needs and requested to meet separately for
an update. The agenda opened with a review of the project’s background and the purpose of
gathering the group. I discussed the pilot model of care delivery, which would be the first
activity of the group. There was a dialogue about expected communication, providing patientfocused care, and expected benefits to participants. Based on group discussion, I created a
guideline sheet (Appendix U) that was e-mailed out to all providers identified on the pilot model
of care delivery. The T-TAQ was introduced and distributed to those present and was handed
out to other participants in person and collected before the pilot model starting. I took minutes,
and they were posted to the Department of Hospital Medicine’s Microsoft Teams site.
In August, a second meeting was held to review how the pilot model was going and
discuss future goals. This second meeting was on-line via Microsoft Teams. One physician, two
APNs, the Director of Hospital Medicine, and I were in attendance.
After the first APNC meeting, there were many additional projects to complete, including
reviewing and creating mission statements, the job description, and working with my colleague
to finalize the peer review tools. Utilizing my notes from a peer review symposium attended at
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the 2018 Society of Hospital Medicine meeting, I created an overview of the peer review process
and included a sampling of scripted language to include with the peer review packet (see
Appendix V). My colleague created the peer review tools to include both objective and
subjective components. Her initial subjective peer feedback form was borrowed from the
American Board of Psychiatry and Neurology and based on the six core competencies from the
American Board of Medical Specialties and Accreditation Council for Medical Education. There
is an overlap between advanced practice nursing and medicine, but I felt we needed to adapt the
tool to align more with the APN role. It was modified following the National Organization of
Nurse Practitioner Faculties core competencies content, an advanced practice nurse competency
assessment, along with domains of practice in the TAPP model (Elliott & Walden, 2015; Holley,
2016; NONPF, 2017). The full packet is found in Appendix V.
The Director of Hospital Medicine provided each of us with five random chart numbers
from a paired colleague to review. Four of the five APNs in the department completed the newly
created peer-review process by the end of August.
At the end of the summer, the final program evaluation survey was handed out or emailed to the APNs and the two MDs participating in the interprofessional committee.
Details of Process Measures and Outcomes
Outcome 1 was completed with a successful educational intervention to increase APN
knowledge of shared governance and domains of professional practice. All APNs in the
department were in attendance and completed the blended evaluation tool to measure perceptions
of increased knowledge.
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For Outcome 2, meeting minutes and attendance lists have been reviewed. A chair and
co-chair of the APNC have been assigned, and a draft committee mission has been completed.
Meetings are scheduled to continue every month.
The measure of completion for Outcome 3 was reviewed and completed. Four of the five
APNS on the hospital medicine team participated in a new peer-review process with newly
created tools created over the summer, meeting the 80% goal.
Outcome 4, the job description draft, was completed and posted on the department's
Microsoft Teams site. It was approved by the Director of Hospital Medicine and submitted to
HR.
Outcome 5, the creation of an interprofessional committee, was modified to be a
workgroup. The IWG met twice, and minutes were reviewed for completion. It may take longer
than expected to create a formalized committee with a mission and charter due to physician
union restrictions, but the work was initiated. At this point, the IWG was sidelined to focus
further on developing the APNC and will be resumed in late 2021 to early 2022.
Outcome 6 was completed in a modified manner. Rather than pairing the physician and
APN on a specific floor, pairings were created based on the schedule (Appendix T) and were
spread throughout all units. The pilot ran from July 14 – August 24, 2020. The T-TAQ
questionnaires were dispensed; however, only 7 of 13 forms were returned.
Outcome 7 was completed. Four of the six participants completed the final program
evaluation questionnaire.
Outcomes Analysis
For Outcome 1, all participants recorded perceived increases in knowledge on domains or
practice and shared governance. On the Likert-type questions, increases ranged from 27-50% on
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each of the five questions (see Appendix W). All participants agreed the information presented
was worthwhile (average 6.2/7) and, to a lesser degree, believed they would receive the support
they needed to apply the topics (average 5.6/7). There were two open-ended questions to gather
qualitative data. When asked about what components of shared governance and use of a model
to define the advanced practice role will be most beneficial, responses included: 1) defining our
role and practice, 2) physician colleague support, 3) having a voice as an APRN group to identify
best practice and bring that information into the hospital’s culture, and 4) peer review,
collaboration, role definitions. Two participants answered the second open-ended question
inquiring about concerns or suggestions about program implementation. Responses included “ I
think we need a more defined process for outcomes/goals to move forward” and “worried about
existing time constraints over the next few months.”
Outcome 2 data analysis was a document review of meeting minutes, attendance logs,
and the draft mission statement of the APN council. 100% of APNs in the department
participated in council development, and a chair and co-chair were identified. This data was
recorded in the data collection tool (Appendix X).
Outcome 3 data analysis was another document review. Four of five APNs in the
department participated in the peer review process, which was logged into the data collection
tool (Appendix X).
Outcome 4 was a document review of the draft job description. This was also recorded in
the data collection tool (Appendix X).
Data analysis for Outcome 5 was a document review of IWG meeting minutes and the
data collection tool used to capture attendees and checklist of meeting minutes (Appendix X). A
formalized committee with mission/bylaws will be something to work towards in the future.
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Data analysis for Outcome 6 included a document review of the pilot pairs (Appendix T)
and the pilot guidelines (Appendix U). Completion was also logged in the data collection tool
(Appendix X).
The final analysis for Outcome 7, the program evaluation, was completed, and scores of
the Likert questions were reviewed (see Appendix Y). Three of four APNs returned the
questionnaire, and one of the two physicians. The first five questions were for both groups to
respond to, and the second set of three questions was specific to APNs. The Likert scale ranged
from one to seven, with one being “strongly disagree” and seven being “strongly agree,” thus a
four would be neutral. Any response over a four was considered favorable, and 25/29 responses
were over four, yielding an overall positive response rate of 86%. The aggregate responses for
each item ranged from 5 to 6.25. There was not a significant difference between the physician
and APN responses for the first five questions. In the second set of questions specific to APNs,
two chose the highest rating of 7 for the questions specific to peer review, shared governance,
and benefits of a job description. The third APN chose 1 (strongly disagreed with the benefits of
a peer-review process) and chose 3-4 for the other interventions, indicating poorer ratings. This
was not surprising, given one group member was very vocal about her distrust in a peer-review
process. The remaining participants who did participate in the peer review process found it to be
very valuable.
Of the four questionnaires returned, one participant responded to the open-ended
questions. In response to providing ideas or suggestions for future interprofessional committee
or team-based care model utilization, one participant responded, “I think the leader/organizer
should have more clear/defined objectives for each meeting to help make the time more
effective.” The second question solicited open feedback on any of the program components, and
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the response was “Peer review is important, but I think to get the buy-in of stakeholders, it needs
to be shorter.”
Contextual Elements
Multiple contextual elements were occurring in this period that influenced the project.
The physician union contract was prohibitive to forming a new committee with physician
involvement. It is not impossible, but rather a timely process with many steps to go through
before obtaining union and administrative approval. The Director of Hospital Medicine
indicated this process would take longer than the project timeframe, and thus recommended we
arrange a “workgroup” to replace the interprofessional committee.
Simultaneously occurring in the background was a unionization process for APNs. A
vote was taken in April 2020 and passed, with the majority favoring to join the nursing union.
APNs are working with the Oregon Nurses Association (ONA) on the terms of a contract.
Overall, this will be favorable to the project on a long-term basis, as the committees can be
formalized and written in the contract, in addition to providing paid committee time for APNs.
However, the downside to this project was the APN time needed for union contract negotiations
during the same period this project was implemented. Two of the APNs were heavily involved
in meetings and negotiations and felt burdened by the increased time demands of project
components.
Another influencing factor is the current COVID-19 pandemic. This has limited group
gatherings and traditional contact for meetings and gatherings. Fortunately, this project was
scaled to a small pilot and has been able to survive. The first APNC meeting was held in person
and was much more productive. The meetings held on-line were much less productive, and
participant interaction was decreased significantly. While an agenda was created before-hand
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with clear objectives and goals, without this in front of people, it seemed much less organized,
and people did not want to review documents online before or during the meeting.
Administrative support resources were also stretched with the pandemic, and for visibility and
momentum, this project requires strong administrative buy-in and participation.
We experienced significant wildfires in our county occurring at the end of Summer 2020.
Two of the APNs had to evacuate from their homes. This was clearly a priority over the project
objectives. I believe this played a role in getting project feedback forms returned. One of our
scheduled meetings was canceled and rescheduled for October. During this same time, with
local COVID cases increasing, the hospital created a policy banning all in-person meetings
regardless of space or group size. The October APNC meeting was held on-line via Microsoft
Teams with only one participant aside from myself and administrative support.
The final element was the absence of our CEO. Due to a family emergency, she took a 4
month leave of absence, and as of this final draft, has resigned from her position. The Chief
Medical Officer has also retired. These gaps in the executive leadership leave project
sustainability vulnerable.
Missing Data
Anticipated data that is missing was the mission for the Interprofessional Committee,
which was changed to an IWG, two program evaluation questionnaires, and several T-TAQ
surveys. Only seven of 13 participants returned the T-TAQ surveys evaluated for Outcome 6.
These forms were going to be saved and repeated next year as part of an intermediate goal to
measure a change in teamwork. Given the poor response rate, on-going changes with the pilot
model of team-based care, and low activity of the IWG, these forms will not be used as planned
in future phases until we have more robust participation.
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Actual Project Revenue and Expenses
The actual expenses returned below budget, primarily because this project was initially
planned to include APNs in several departments. It was scaled down to APNs in one
department; thus, actual labor expenses were reduced. The training session included four APNs
vs. the projected 15, reducing expenses to $480 from $1800. APN participation in the IWG
included 3 hours of APN time vs. the expected 30 hours, reducing expenses to $180 from $1800.
The APNC utilized 8 hours of APN labor, reducing the expense to $480 from $960. Two MD
hours were utilized for the interdisciplinary committee totaling $246, from expected MD labor of
$1320. This was partially reduced due to the decision not to form council sub-committees and
because both MD participants were not able to attend both work-group meetings at the same
time. There was no IT time needed subtracting an expected $400 expense. Total expenses came
to $12,374.
The peer-review development and time for completion was time-consuming. Thus, 10
hours of APN time for development was maintained at $600, and an additional $480 added for
actual time for the 4 participants to participate in the process. Project manager expenses were at
the $7560 budget. Total expenses came to $12,374 vs the forecasted $16,820.
All revenue was in-kind donations from the project manager and hospital. In-kind
donations totaled $12,374, representing a net operating income of zero.
Summary and Interpretation
The biggest take-a-way from this endeavor is that even the smallest steps of change take
an incredible amount of time and energy. While I was able to get engagement and attendance
early on, participants began to lose steam towards the end of the project implementation timeline.
The competing demands of work, vacations, union negotiations, wildfires, and navigating a
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pandemic took their toll. Observationally, I noted that the APN training session for Outcome 1
and the first APNC meeting for Outcome 2 were well attended, and participants were highly
involved. However, it was that first meeting when I realized that it was perhaps naïve to assume
people would volunteer to get more involved beyond attendance.
As the project manager, my goal was to have the participants develop many of the
materials and establish goals for the group. I did not expect that I would become the committee
chair, be tasked with developing the job description on my own, draft a mission, and edit and
help create a peer review tool. Three months goes by very quickly, and this project will take
years to fully develop.
Despite the compressed project period, most of the interventions did result in the
anticipated outcomes. The group of APNs overall had high reported increases in knowledge on
the topics presented. Outcome 2 was met with an established APN council with regular meetings.
While Outcome 3 was met, there was one participant who declined to participate in the peerreview process. She clearly stated that she was uncomfortable having her work reviewed by her
peers, despite this being a standard of ANCC, Magnet, and hospital credentialing bodies. Those
that did participate rated this activity very highly and found it beneficial to improve their work.
This indicates more work is needed on cultural change to create a safe environment where people
do not feel threatened by fear of mistakes. As the peer review process is adapted and utilized
more, it will likely become a more efficient process requiring less time than the initial reviews.
With the help of administration, specific chart notes will be selected rather than a medical record
number which is associated with multiple notes.
Outcome 4 was met, but the intervention was completed by me rather than as a team
effort as planned. Outcome 5 was modified, as discussed, to a workgroup, and ongoing efforts
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are needed to demonstrate the value of having an interprofessional committee. The goal is to
formalize the group into a committee and add other disciplines to expand team-based care for
patients. Given the small number of APNs in the department, this work has been put on hold to
allow more time to develop the APNC first. Participants become stretched too thin for time and
energy with more than one committee introduced in a short time, especially for a small number
of people. As the APNC becomes further established, efforts to resume the IWG will occur.
Outcome 6 was completed, but the pilot model was not implemented as planned,
resulting in a sub-optimal experience. While most rated the pilot satisfactory, the workgroup’s
consensus was that having providers on different floors/units was challenging. Participants
reported it was much easier to work with someone in their work vicinity where they were more
likely to interact naturally. Building collaboration will continue through further pilot models.
Outcome 7 was completed as planned, with four out of six participants returning the final
program evaluation questionnaire. It was provided to the APNs and the two physicians that
participated in the workgroup. Due to the limited involvement of the several physicians that
participated in the pilot, they were not provided the final program questionnaire.
Overall, this project offers value to hospital leadership teams in outlining best practices to
fully utilize APNs in the hospital setting. Understanding the challenges faced can help leaders
anticipate them and develop strategies in advance to overcome them. Starting small and building
incrementally, with measurable outcomes and reporting, is recommended.
Comparison of Results with Previous Findings
The findings of this project were very much in line with what was reported in the
literature. Implementing a professional practice model for APNs and a shared governance
system is a complex task that takes strategic planning, executive leadership buy-in, and years to
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implement (Bahouth et al., 2013; Harms et al., 2017; Kapu & Jones, 2016). However, it is an
endeavor that is worth the effort as there is a significant opportunity to have positive impacts on
the hospital and the people that work within its walls. APNs are highly qualified providers that
offer high quality and cost-effective care. To be successfully integrated, they require systems in
place to support their work. This project represented a small pilot test of change to some initial
steps towards building these structures.
The main component missing, however, was the lack of centralized leadership. The
literature review was unanimous that of utmost importance is a strong, centralized, leadership
support structure with APN presence to drive and coordinate processes while creating visibility
for the group. While the main short-term project outcomes were met, I would suggest the most
significant difference between this project and the projects cited in the research was the lack of
central leadership. Without that component, many of the activities pursued can feel ineffective.
Kapu & Jones (2016) report that the process of building leadership in their academic medical
center was created over six years after surveys of their APNs revealed the biggest contributor to
APN empowerment to build programs and grow professionally was having an APN leader.
Costs and Strategic Tradeoffs
The costs of this project were minimal compared with the potential benefits of increases
in quality, teamwork, and employee satisfaction in the longer term. APNs offer high-quality care
while respecting the financial stewardship of limited resources. They have demonstrated
decreased LOS and quality improvement in hospital settings (Kapu, Kleinpell, & Pilon, 2014).
They have the potential to drive process improvements, provide leadership, and education
beyond the provision of excellent patient care. When considering implementing leadership
structures, budgeting becomes crucial, with payoffs coming longer-term as programs are
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established. By implementing the support structures in phases, the costs can be spread out over
time.
Policy Implications
Healthcare policies are the regulations and processes that describe how decisions are
implemented; these include both governmental policies with laws to support them and
organizational policies that are enforced on a different scale (Loversidge & Zurmehly, 2019).
Creating structures to support APNs involves both organizational policies to outline their
practice scope within the hospital, and governmental policies that define their scope within each
state. There are overlapping politics involving power and hierarchy, with physicians and
physician organizations historically dominating this discussion.
APN practice authority varies by state, and beyond that, every hospital has different
bylaws. PeaceHealth has the requirement that each APN has a “supervising physician.” The
policy on advanced practice professionals was written without participation or input from
nursing, and it states that “advanced practice professionals shall not be appointed to the Medical
Staff or entitled to the rights, privileges, and/or prerogatives of the Medical Staff appointment”
(PeaceHealth, 263472.6, 2019).
While Oregon is one of 28 states that allow full and independent practice authority for
APNs, the remaining states require various levels of physician authority and oversight of APN
practice. For APNs to work to their full training and ability nationwide, the work to remove
practice barriers continues. These efforts are not without obstacles, as evidenced by the
American Medical Associations' (AMA) moves to block nearly every effort to remove barriers to
APN practice (AMA, 2020). This is where politics gets involved. As one group’s practice
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begins to overlap with the dominant group, it creates friction, regardless of what the research
demonstrates.
When advocating for policies to expand scope of practice for nurses, whether at an
organizational level or government level, using evidence-informed health policy and
incrementalism can help (Loversidge & Zurmehly, 2019). Practicing open communication with
all stakeholders, and promoting small steps of change that gradually accumulate, can be a
process used to drive forward policies important to APN practice. Having centralized APN
leadership can help with hospital-specific credentialing and regulatory support and offer expert
insight into bylaws involving APN practice.
One small step to start with would be to advocate for nursing participation in
credentialing of advanced practice nurses. This would involve meeting with stakeholders on the
Medical Staff and hospital Administration. There is a solid argument that can be made that
granting privileges and reviewing the work of APN’s should involve someone of the same
profession. The goal should be to allow APNs to participate on the Medical Staff Committees
and allow them full privileges with voting rights. Start with the small steps and move forward
slowly, with the intent that the fear of allowing APNs full participation slowly dissipates.
Limitations
This main limitation is the small size of the pilot project that took place within a
department. It was difficult to plan and develop committees and get participation with only five
APNs involved. Developing an advanced practice council in a large academic medical center
would come with larger departments and numbers of APNs, and likely connections to academic
nursing departments that could be particularly useful participants.
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While many of the elements are useful, every department, hospital, and region will have
differences, along with the many different contextual elements that interact with project
implementation. The foundations, however, would remain the same. The interventions utilized
in this paper remain applicable.
The other limitation is the pilot model of care did not work as planned due to scheduling
issues. The modification of having MD and NP partners on different units did not work well as a
substitute for having partners paired on the same floor. Communication was limited, and thus it
was difficult to improve collaboration in this manner. COVID-19 continues to be a limiting
factor due to the inability to bring people together. On-line meetings have limited interactions
and participation.
Conclusions
Usefulness of the Work
This work offers a real-world glimpse into what it takes to create structures for APNs
within the hospital setting. The hospital involved in this project is a mid-sized tertiary
community hospital. This work would easily be adaptable to small community hospitals given
the small number of employees involved in the pilot. It also serves to demonstrate the
importance of starting in incremental phases. A pilot is a useful way to assess small steps of
change before moving forward. The interventions outlined are also applicable to larger
organizations seeking to utilize APNs more effectively. Regardless of organization size, I
recommend starting with the identification of a strong APN leader to implement such a program,
as their insight into regulations and practice needs is critical. The other critical component for
adoption of this work is a leadership team and culture that can move beyond practice traditions
of the past to those that create value for both hospitals and patients.
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Sustainability and Potential for Spread
This project will take an ongoing investment in time from the project manager to
continue. In the short-term, efforts will be focused on increasing APN engagement with the
APNC. With holidays, staffing shortages, and other competing demands, the council meetings
were paused and scheduled to resume February 2021. At the end of 2020 I sent out a status
report re-capping the projects that have been completed and recognized everyone’s participation.
Included were several agenda ideas to consider in future meetings. With each APNC meeting,
reminders of the domains of nursing will be reviewed and new efforts toward implementing
education programs, on-boarding programs, and quality improvement projects will be reviewed.
Emphasis will continue to be placed on collaboration and involving physician partners to
ensure the small APN group is not ostracized. Ultimately, executive-level leadership support is
needed to incorporate a larger scale plan into organizational strategic planning. The need for
centralized APN leadership cannot be overstated, as it drives processes and brings visibility and
support structures to fully incorporate and utilize APNs. Linkage to the hospital nursing
governance structure and the CNO is crucial and will also take executive-level support to modify
reporting structures. As the hospital continues along its Magnet journey, it will become apparent
that the CNO must become engaged with APN credentialing. This project may help to build that
bridge. We need to continue efforts to raise awareness of the work of APNs and what they can
offer and continue to bring visibility to the group. One such measure was to display posters up
for National NP week November 8-14, 2020. This was the first time that APNs were recognized
on the designated nursing communication boards.
As the pilot project continues to expand, the goal is for the work to spread to other
departments and create a council representing all APNs within the hospital. There is potential to
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spread to a system-wide council to work on APN processes and governance. Budget and
planning at a larger scale are needed after obtaining executive-level support for such a process.
Increasing participation amongst the small group of APNs will be a key area of focus
over the coming months. It will be important to get others more involved in the council to grow
after my role as project manager ends. As the current chair of the APNC, I will start working on
a transition for the second year. As we bring in other APNs from other departments, this will
help with increased participation.
Administrative support will also help with sustainability. The peer-review process has
been built into the job description and will become an expectation rather than an option. Another
way to increase participation would be to tie the current APN bonus structure to APNC
participation and associated projects. This will be discussed over the remainder of the current
fiscal year with all stakeholders.
Implications for Practice and Further Study
The ongoing work to continue expansion and support for advanced practice nursing is
imperative in today’s healthcare climate. Empowerment and visibility for these providers is a
key component. There is often a gap between upper administration and APN perceptions of
what is needed for a fulfilling role within the hospital setting. Future research and exploration
specific to administration perceptions would be useful, and further studies of APN domains of
practice, outcomes, and job satisfaction specific to the hospital setting.
Beyond sustainability of this project is what was demonstrated through the experiences of
applying the knowledge and processes obtained throughout the DNP program. My sphere of
influence increased as I expanded my capacity to drive other process changes within the
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organization during this timeframe. The sustainability of the DNP leader in driving change
within organizations merits further study.
Next Steps and Dissemination
The next steps will be to present findings from the literature review, pilot interventions,
and associated outcomes to the hospital executive team. The chief operating officer (COO) had
been the only stakeholder from the administration who had shown interest initially, however, his
time has become exceedingly limited by the added responsibility of assuming the CEO role
covering the Oregon network of hospitals. I am currently sharing findings and working to
engage the hospital CNO and system CNO on the importance of this work and how it relates to
the Magnet journey. Current Magnet guidelines clearly state that the hospital CNO, or his/her
designee, be involved in the credentialing process of APNs. The CNO is ultimately responsible
for sustaining standards of nursing practice, including APNs, regardless of reporting structures
(ANCC, 2019).
Translation of new research or knowledge into practice includes many stakeholders and
must consider the contexts of culture, leadership styles, decision making, and organizational
structures (White, 2016). This will look different in each hospital. First you must create the
vision, continually work on obtaining buy-in and support of the executive team, and then
participate in designing each outcome with step-by-step plans to achieve them with frequent
evaluations along the way.
Beyond the organizational level, I would like to submit articles for publication in
advanced practice journals and administrative journals. It is critical to get the message out to the
APNs who are forging their paths forward in complex health systems. It will also help educate
the administration about the gaps and needs for full APN utilization. Speaking opportunities at
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local and regional meetings and poster presentations will also be considered in the future as a
method of continuing dialogue and education about this topic.
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Appendix A
Johns Hopkins Nursing Evidence-Based Practice Summary Tool

EBP Question:
What organizational support and leadership structures are needed for APN integration
in hospital settings?

Date: 3/27/2019, revised 6/2/19
Article
#

1

Author &
Date

Metzger &
Rivers

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

N/A

Development of
leadership
structure and
components to
include peer
review, APN
participation on
committees,
research,
education,
example models to
include APN
council
DNPs in
hospitals
are limited

V-B

N/A

Article discusses
how to incorporate
DNPs in nursing
shared governance
structures on
Magnet journey

Large 756
academic
setting, 300
NP (much
larger scale
than my
project
setting)

V-B (based
on limited
lit review
with many
of papers
cited from
one author

N/A

Provides a model
blueprint for
establishing a
structure to support
advanced practice
nurses to include
funding, reporting
structures, key

Opinion
article

(2014)

Sonson
2

(2013)

Opinion
article

Case
example

3
Ackerman,
Mick, &
Witzel
(2010)

Limitations

Evidence
Level &
Quality

V-A
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Article
#

Author &
Date

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

Limitations

Evidence
Level &
Quality

functions (EBP
practice innovation,
practice models,
peer review,
leadership
development)
Review
article and
case
study

4

Dubree,
Jones,
Kapu, &
Parmley
(2015)

5

Harms,
Ewen,
Metsker,
Swanson,
& Oas
(2017)

N/A

Describes
importance and
components of a
structure to support
APNs in hospital to
include leadership,
reporting lines,
career
development,
staffing models,
peer review,
credentialing and
privileging, and
highlights
collaboration

Large
academic
setting with
>700 APNs

N/A

Article describes
the development of
a national APN
leadership council
led by newly
created VP of
Advanced Practice
in multi-state
Catholic health
system. Key
issues included
state regulation,
APN
utilization/delineati
on of privileges,

Case
study
based on
large multistate
system
>100
hospitals in
17 states
and no
mention of
local
shared
governance
s

Case
example

V-A

V-B –
limited
literature
review, did
not include
cost/budge
t concerns
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Article
#

Author &
Date

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

Limitations

Evidence
Level &
Quality

quality, and
compensation.

6

Elliot &
Walden
(2015)

Article/cas
e example
developm
ent of
profession
al practice
model
(PPM)

N/A

Defining
professional
practice within an
organization is
necessary in order
for APNs to exhibit
professional
practice, be visible
and effect
meaningful
change. Article
describes
development of
PPM referred to as
Transformational
advanced
professional
practice (TAPP)
model – covers
standardizing
hiring, orientation,
performance
appraisals,
professional
development.
Strong central
leadership is
needed to
decrease role
ambiguity and
meet professional
needs of APNs.

IV-A–
Excellent
research,
based on
review of
authoritativ
e
resources
(NONPF)

TAPP
model
needs
further
research for
validity

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
79
Article
#

7

8

Author &
Date

Kapu, &
Jones
(2016)

Paplanus,
BartleyDaniele &
Mitra
(2014)

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

N/A

Having leaders
who are
knowledgeable
about APN roles,
scope, and
outcomes
potentials lead to
the effective
utilization of APNs
across the
organization. Also
lists components of
central office for
advanced practice
- duplicative of # 4
above but more
focused on
leadership
outcomes and
potential importance of APN
leadership

Article –
case
example

Case
example

N/A

Describes the
creation of a nurse
practitioner clinical
ladder (NPCL) to
provide structure
and support for
APN role
development,
financial
compensation
guidance, and job
satisfaction
Central
governance council
in place – this was
a component.

Limitations

Duplicate of
#4 – based
on large
organizatio
n but a
good
blueprint.

Evidence
Level &
Quality

V -B

V-A

This
example
comes from
a large
organizatio
n with 500
APNs.

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
80
Article
#

Author &
Date

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

Limitations

Evidence
Level &
Quality

Based on Benner’s
theory of Novice to
Expert,
Donabedian Model
of Quality
Healthcare, and
ANCC Forces of
Magnetism Model.
9

Bergum,
Canaan,
Delemos,
McCracken
, Rowen,
Salvemini
& Wiens
(2017)

Case
example

NA

10

Bahouth,
Ackerman,
Ellis,
Fuchs,
McComisk
ey,
Stewart, &
ThompsonSmith
(2013)

Article
that
describes
common
experienc
es of 6
institution
s
integrating
NPs in
hospital
environme
nt

NA

Part of shared
governance
structures includes
implementation of
peer -review –
endorsed by both
ANA and required
for Magnet
certification.
Article provides
literature review
and development
of peer review tool
for APNs at UC
Davis Medical
Center.
This article directly
answers the EBP
question above by
outlining the
importance of
strong centralized
leadership for NPs
in the hospital with
phases for
development,
critical activities
within each phase,
budget
considerations,

V-A

Tool needs
validity
testing
V-A

Centers
/authors all
from large
academic
medical
centers
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Article
#

Author &
Date

Evidence
Type

Sample
Size &
Setting

Study findings that
help answer the
EBP question

and
recommendations
for a thorough
initial review with
SWOT analysis.

Limitations

Evidence
Level &
Quality
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Appendix B
Johns Hopkins Nursing Evidence-Based Practice
Synthesis and Recommendations Tool
Category (Level Type)

Total Number
of
Sources/Level
0

Overall
Quality
Rating
n/a

Synthesis of Findings
Evidence That Answers the EBP
Question
n/a

Level II
∙ Quasi-experimental studies
∙ Systematic review of a combination
of RCTs and
quasi-experimental studies, or
quasi-experimental
studies only, with or without metaanalysis

0

n/a

n/a

Level III
∙ Non-experimental study
∙ Systematic review of a combination
of RCTs,
quasi-experimental, and nonexperimental
studies, or non-experimental
studies only, with or
without meta-analysis
∙ Qualitative study or systematic
review of
qualitative studies with or without
meta-synthesis

0

n/a

n/a

Level IV
∙ Opinion of respected authorities and/or
reports of
nationally recognized expert
committees/consensus panels based on
scientific
evidence

0

n/a

n/a

Level V
∙ Evidence obtained from literature
reviews, quality
improvement, program evaluation,

10

A-B

Level I
∙ Experimental study
∙ Randomized Controlled Trial (RCT)
∙ Systematic review of RCTs with or
without
meta-analysis

•

Centralized leadership with
APN supervision is very
important (1, 3, 4, 5, 6, 8, 9,
11)
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financial
evaluation, or case reports
∙ Opinion of nationally recognized
expert(s) based
on experiential evidence

•

•

•

•

•
•

•
•
•
•

Shared governance initiatives
are a component of the
Magnet journey and
important to include APN
(2,4, 6)
Shared governance is
important and should include:
o Peer review (1, 3, 4,
10,11)
o Committee
participation (1, 3, 4,
5, 6, 11)
o Research/EBP
innovation/QI (1, 3, 5,
6, 8, 11)
o Education (1, 6, 8,
11)
o APN models of
care/role
development (1, 2, 3,
4, 8, 11)
o Organizational
decision making (1,
2, 3, 4, 5, 6, 8, 11)
Centralized regulatory and
credentialing support is
needed with APN insight (3,
4, 5, 6, 8, 11)
Central APN leadership
involved in compensation
models (5, 8, 9)
Professional development /
leadership opportunities (2, 3,
4, 6, 8, 9, 11)
Physician collaboration –
involve so as not to
alienate/compete (3,4, 5 ,6, 8,
11)
Include Charter/vision of the
council (3, 5, 6, 11)
Recruitment and onboarding
(1,3, 6, 9, 11)
CAP 2 benchmarking (5)
Transformational Advanced
Professional Practice (TAPP)
model is useful as blueprint to
organizations as blueprint for
establishing structures and
processes to support
exemplary advanced practice
(6)
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•
•

Planning ahead/funding
sources/implementing in
steps is necessary (5,8,11)
Clinical ladder/professional
development (9, 11)
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Appendix C
TAPP Model
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Appendix D

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
87

SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
88

89

Running head: SUPPORT STRUCTURES FOR ADVANCED PRACTICE NURSES IN THE HOSPITAL
Appendix E
Logic Model Table

Step 5

Step 3

Step 4

Step 2a

Step 2b

Step 1

Resources/Inputs

Activities

Outputs

Outcomes: Short term

Outcomes: Intermediate

Outcomes: Long term

What we invest:
resources and
contributions

What we do

What we
accomplish or
produce from
the activities

Who we reach
with our
activities

The expected changes
attainable during the
DNP Scholarly Project
timeline.

The expected changes
attainable 6 months - 2
years after the DNP
Project is implemented.

Fundamental changes for
participants or community
because of project
activities, 3-5 years after
project implementation.

The human, financial,
organizational, and
community resources
available to direct
toward the project
activities.

The processes,
tools, events,
technology, and
actions that are
intended to bring
about changes

Direct products
and services
generated from
program
activities

Intended targets
of the program
services and
activities

Specific changes in
program. SMART.

Specific changes in
program. SMART.

Label as Process
Outcome (PO) or Change
Outcome (CO)

Label as Process Outcome
(PO) or Change Outcome
(CO)

Represent changes in
status, condition or wellbeing. Consider: health
impacts, economic
impacts, environmental
impacts, societal impacts.

Provide education
module to increase
staff awareness
and review
domains of
advanced practice
nursing 5/2020

Educational
module will be
developed in
PowerPoint,
along with
printed
materials
created for staff
education on
DOP and shared

APNs and admin
at PeaceHealth
Riverbend
Hospital

1. (CO) By 6/2020 APNs at
PeaceHealth have
increased awareness of
domains of professional
practice and
understanding of the
meaning of shared
governance, as measured
by a blended evaluation
tool administered

8. (CO) APNs participated
in domains of practice
beyond direct patient care
exhibited by at least 30%
of APNs participating in at
least 1 of the following:
research, education, EBP
quality and safety
initiatives, advocacy, or
interprofessional

-APNs at PeaceHealth
-Printed materials
-PowerPoint pres.
-Staff time
-Meeting room

15. APNs at PeaceHealth
will have increased job
satisfaction and participate
in projects to improve
patient outcomes and
reduce length of stay.
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-Internet hosting
service for on-line
education modules for
those unable to
attend live

Introduce
Transformational
advanced
professional
practice (TAPP)
model

- IT
- creation of surveys
Describe the
purpose and
mechanism of
shared governance
council

APNs at PeaceHealth
Nursing admin

Create list of all
APNs at
PeaceHealth

Meeting space
Staff time
White board /
marketing space

governance for
APNs

Create first
meeting agenda

Establish meeting
time

collaboration/committee
participation within 2
years of education and
council formation.

2) APNs at PeaceHealth
will have an APN pilot
council starting with APNs
in the Department of
Hospital Medicine by
7/2020, as measured by
an audit of first meeting
minutes, the appointment
of representatives, and
completion of mission
and committee bylaws.

9. (PO) By 07/2022, there
will be a functioning
shared governance council
representing >50% of
hospital departments,
with ties to nursing and
established bi-monthly
meetings, measured by
utilization of at least 3 of
the following components:
participation in
organizational
priorities/decision making,
APN insight into
credentialing and
regulation committee,
formation of education
committee, APN

Creation of test
to measure APN
knowledge of
DOP and shared
governance

Creation of APN
council

APNs
Nursing
Admin

Contact APNs via email and phone

immediately following an
educational intervention.

Exec team
MDs

16. APNs at Peace Health
will participate in decisions
that impact their practice
through a shared
governance model,
thereby increasing visibility
and leadership capability
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participation in EBP
/research, APN
participation in quality and
safety initiatives,
participation in
transformational
professional practice,
creation of professional
advancement pathway,
formation of peer review,
improved physician
collaboration initiatives,
and/or participation in
APN role
development/models of
care.

Post flyers/use
Nursing admin
white boards to
display creation of
APN shared
governance
structure

Lit review of EB APN
peer reviews
APN staff time

Creation of
PeaceHealth EBP
Peer Review
process

Human resources
Administration
Creation of forms

Creation of peer
review committee

An evidenced
based APN peer
review
process/form
will be
developed or
chosen for use
at PeaceHealth

APNs
HR
Admin
Exec team
Credentialing
MDs

MD participation
Share developed
peer review
process and
provide education
on the process to
all involved APNs

All APNs will
have input and
instruction on
process

3. (PO) =>80% of APNs on
hospital medicine team at
PeaceHealth Hospital
participated in a Peer
Review Process by
8/2020, as evidenced by a
documentation audit
after pilot tool
implementation

10. (PO) Peer review
completion is documented
in >50% of APN files across
departments one year
after process initiation
beginning 2021.

17. There will be on-going
quality improvement in
APN professional practice
and clinical excellence with
ongoing annual peer
reviews.
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APNs
Admin
HR
IT
Paper

Each APN
department council
representative will
work with their
APNs to create job
descriptions
specific to their
workflows and
department
structure

APNs will have
clear and up to
date job
descriptions

APNS
HR
Admin
Exec team

4. (PO) APNs in the Peace
Health Hospital Medicine
department at
PeaceHealth Riverbend
hospital have written job
description drafts by
8/2020

11. (PO) >80% of APNs at
PeaceHealth Riverbend
have formal, written, job
descriptions, approved by
administration and HR one
year after process
initiation on an audit of
various departments
beginning 8/2021.

18. There will be increased
role clarity and job
satisfaction for nurses at
Riverbend Hospital

5. (PO) An
interprofessional
committee representing
APNs, MDs, and admin
was formed by 6/2020, as
measured by meeting
minutes, committee
representative selection,
and development of
committee aims.

12. (CO) There is 15%
increased inter-disciplinary
teamwork at PeaceHealth
Hospital, as measured by
the T-TAQ Questionnaire,
1 year following
development of the
interprofessional
committee as compared to
the baseline results
obtained from preintervention survey
administered 5/2020.

19. There will be increased
teamwork and
interprofessional patient
care leading to improved
patient outcomes

Medical and
surgical groups

Time
Office
space/computer

Job descriptions
will be shared and
reviewed by HR
and admin
Identify interested
MDs and APNs

APNs
Admin
MDs
Meeting space

Deliver education
on purpose of the
committee (from lit
review)

Paper/computers
Review of Literature
on the topic

Establish agenda

There will be
increased
awareness and
respect for
crossdisciplinary work
with a focus on
improving
patient care

Selection of
validated survey
tool will be

APNs and Nursing
MDs
Admin
Exec team
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Set initial meeting
date

chosen – Team
STEPPS

Choose validated
survey tool to
measure teamwork
in hospital settings

Lit review
APNs
MDs
Admin
RNs

Create a teambased model of
care involving input
from APN, Admin
and MD to cover a
medical floor(s) to
replace 2 MD
model that is
currently in place.

Office space
Computers

APNs
Paper
Office space

Improve
collaboration
between MDs and
APNs

Project Manager
will develop a
questionnaire for
program evaluation

There will be a
team-based care
model to trial
within the
PeaceHealth
hospital
medicine
department to
include 1-2 units
per the
discretion of the
director of
hospital
medicine, based
on unit needs.

APNs

Questionnaire to
assess program
evaluation will
be completed
and printed for
all APN
participants to
complete and

APNs

Hospital Medicine
Department
MDs
Administration

Admin
Exec team
HR

6. (PO) APNs developed a
new model of care
delivery on the hospital
medicine team at
PeaceHealth Hospital by
8/2020 as evidenced by
the implementation of a
pilot program on 1-2
medical floors from
7/2020 -8/2020.

13. (CO) APNs contributed
to reduced system costs
and increased revenue as
evidenced by a
comparison of pre and
post model labor expenses
and an audit of RVUs
starting in 6-12 months.

7. (PO) >80% of
participants at
PeaceHealth rated this
program evaluation
favorably as measured by
a questionnaire
administered in 8/2020 to
solicit feedback on the

14. (CO) There is an active
mechanism for APNs to
give feedback and improve
processes measured by
improved APN
engagement scores on

Teamwork will be
improved as measured by
T-TAQ scores 6-12 months
after piloting team models
of care.

20. APNs contribute to
better financial
stewardship in a time of
limited resources, while
demonstrating decreased
length of stay and improve
patient care outcomes.
There will be increased
teamwork and
interprofessional
collaboration by providing
joint models of care.

21. Increased APN job
satisfaction, lower
employee turnover,
increased APN recruiting
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Computer
Time

provide a
feedback
mechanism.

admin

Adapted from: Logic Model Foundation Development Guide, pg 4.

MDs

newly developed
governance council, job
descriptions, peer review
process, interprofessional
committee creation, and
pilot model.

annual hospital surveys
beginning Spring 2021.
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Appendix F
Participant Evaluation
Date and Location ______________________________________________________________________
Instructions:
For the following questions, please use the following rating scale:
1
None or very
low level

•
•

2

3

4

5
Very high level

Please circle the appropriate rating before the training and now (after the training).
Please provide comments to explain your ratings.

1. Knowledge of shared governance?
Before the program
1

2

3

After the program
4

5

1

2

3

4

5

Comments:

2. Knowledge of the components of shared governance structures as it related to APRNs
Before the program
1

2

3

After the program
4

5

1

2

3

4

5

Comments:

3. Knowledge of the domains of practice of advanced practice nursing
Before the program
1

2

3

After the program
4

5

1

2

3

4

5
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Comments:

4. Knowledge or awareness of the transformational advanced professional practice (TAPP) model
Before the program
1

2

3

After the program
4

5

1

2

3

4

5

Comments:

5. Understand the importance of having role definitions
Before the program
1

2

3

After the program
4

5

1

2

3

4

5

Comments:

For the following questions, please circle the number that best represents your answer using the scale

Strongly Disagree

6. I believe the information presented is

Strongly Agree

1

2

3

4

5

6

7

worthwhile to pursue and apply at PeaceHealth.

Strongly Disagree

7. I anticipate I will receive the necessary
Support to successfully apply what I learned.
(If not, please explain below.)

Strongly Agree

1

2

3

4

5

6

7
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Please answer the following questions honestly (feel free to use the back if more room needed)

What components of shared governance and use of a model to define advanced practice do you believe will be most
beneficial and why?

Please share any concerns or suggestions you have about implementing this program.

Thank you for your time! Please leave at the table when finished.
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Appendix G

TeamSTEPPS Teamwork Attitudes Questionnaire (T-

TAQ)

Instructions: Please respond to the questions below by placing a check mark (√) in the box that corresponds to
your level of agreement from Strongly Disagree to Strongly Agree. Please select only one response for each
question.
Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Team Structure
It is important to ask patients and their families for feedback
1.
regarding patient care.
2. Patients are a critical component of the care team.
This facility's administration influences the success of direct
3.
care teams.
A team's mission is of greater value than the goals of
4. individual team members.
Effective team members can anticipate the needs of other
5. team members.
High performing teams in health care share common
6. characteristics with high performing teams in other
industries.
Leadership
It is important for leaders to share information with team
7. members.
Leaders should create informal opportunities for team
8.
members to share information.
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Effective leaders view honest mistakes as meaningful
9.
learning opportunities.
It is a leader's responsibility to model appropriate team
10.
behavior.
It is important for leaders to take time to discuss with their
11.
team members plans for each patient.
Team leaders should ensure that team members help each
12.
other out when necessary.
PLEASE CONTINUE TO THE NEXT PAGE

TeamSTEPPS 2.0

TeamSTEPPS Teamwork Attitudes Questionnaire – F-9

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Situation Monitoring
Individuals can be taught how to scan the environment for
13.
important situational cues.
Monitoring patients provides an important contribution to
14.
effective team performance.
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Even individuals who are not part of the direct care team
15. should be encouraged to scan for and report changes in patient
status.
It is important to monitor the emotional and physical status
16.
of other team members.
It is appropriate for one team member to offer assistance to
17.
another who may be too tired or stressed to perform a task.
Team members who monitor their emotional and physical
18.
status on the job are more effective.
Mutual Support
To be effective, team members should understand the work
19.
of their fellow team members.
Asking for assistance from a team member is a sign that an
20.
individual does not know how to do his/her job effectively.
Providing assistance to team members is a sign that an
21.
individual does not have enough work to do.
Offering to help a fellow team member with his/her
22. individual work tasks is an effective tool for improving team
performance.
It is appropriate to continue to assert a patient safety concern
23.
until you are certain that it has been heard.
Personal conflicts between team members do not affect
24.
patient safety.
PLEASE CONTINUE TO THE NEXT PAGE
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TeamSTEPPS Teamwork Attitudes Questionnaire – F-10

TeamSTEPPS 2.0

Strongly Agree
Agree
Neutral
Disagree
Strongly Disagree
Communication
Teams that do not communicate effectively significantly
25.
increase their risk of committing errors.
Poor communication is the most common cause of reported
26.
errors.
Adverse events may be reduced by maintaining an
27.
information exchange with patients and their families.
I prefer to work with team members who ask questions about
28.
information I provide.
It is important to have a standardized method for sharing
29.
information when handing off patients.
It is nearly impossible to train individuals how to be better
30.
communicators.
Please provide any additional comments in the space below.
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Thank you for your participation!

TeamSTEPPS 2.0

TeamSTEPPS Teamwork Attitudes Questionnaire – F-11
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Appendix H
Program Evaluation Questionnaire
Date_______________________________________
Role _______________________________________
Your participation in these projects is appreciated and your feedback is highly valued. Please answer the following
questions. Your responses will remain anonymous.
Section 1: For Physicians and APNs
Instructions: Please circle the appropriate response
If you participated in the pilot model of care delivery, please answer the following questions.

1. This model of care delivery was beneficial to our department.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

2. This model of care delivery increases collaboration.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

3. I would be supportive of expansion on this model to other units.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

If you participated in the interprofessional committee, please answer the following questions.

4. This committee is beneficial to enhance communication and teamwork.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

5. There is value in future service developments through this committee.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

104

6. Please provide any ideas or suggestions for future inter-professional committee or team-based care
model utilization.

Section 2: For APNs
Instructions: Please circle the appropriate response.

1. The Peer review process will help me to become a better provider.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

2. I believe the Shared governance Council will provide a format for us to participate in decision that
impact our practice.
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

3. Creation of job descriptions will help define the advanced practice nursing role
Strongly Disagree
1
2

3

4

5

Strongly Agree
6
7

4. Please provide your honest feedback on any of the above topics, concerns, likes, or suggestions for
improvement

Thank you for your participation.
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Appendix I
Project Timeline
11/2
018

PLANNING
Literature review – problem statement,
obtained evidenced-based solutions
Clinical needs assessment, SWOT
Identify stakeholders
Create a project timeline
Create a project logic model – identify
goals/outcomes and measures
CITI training and IRB approval/waiver
Identify committee members
Gauge interest and lay groundwork for next
phase with stakeholder group
Choose validated surveys (teamwork)
Develop EVP APN peer review process
Create education program educate APNs and
MDs on function of council, practice domains
Create survey to measure pre-post education
knowledge on APN domains of practice and
shared governance

12/
01/2 02 / 03 / 04/
05/
06 / 07 / 08 / 09 / 10 / 11 / 01 / 02 / 03/
04/
05/
06 / 07/
08/
2018 2019 2019 2019 2019 2019 2019 2019 2019 2019 2019 2019 2020 2020 2020 2020 2020 2020 2020 2020
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Present project for approval
IMPLEMENTATION
Develop advisory committee
Presentations to staff education on council
and functions/APN domains
Measure staff (MD/NP) knowledge of
council/APN domains pre-post education
Hold first APN council meeting
Create charter
Administer initial surveys
Post pilot model surveys
APN Peer Reviews
Implement TAPP model – define domains of
practice for APNs
Create collaborative practice committee
Launch new APN care model on pilot unit
P
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Project timeline cont.
Activity
DATA COLLECTION
Survey data collected and analyzed
APN Peer reviews audited
Council mission in place
Monthly council meetings scheduled
Education assessments
DATA ANALYSIS
Analyze teamwork surveys (pre) -post 6-12
mos.
Analyze pre-post education assessments
FINAL REPORT / DISSEMINATION
Write final report/ findings
Present final report – faculty & stakeholders
Submit for Journal publications – JAANP?
Present findings – SHM annual meeting,
AANP, others?

Color Key
Planning - Purple
Implementation - Blue
Data Collection & Analysis - Green
Final Reporting and Dissemination - Yellow

09/
10 / 11 / 12/
01/
02 / 03/
04 / 05 / 06/
07 /
2020 2020 2020 2020 2021 2021 2021 2021 2021 2021 2021
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Appendix J
Data Collection Instrument /
Outcome

Analysis Goal

Analytic Technique

Data
1) By 6/2020 APNs at
PeaceHealth have increased
awareness of domains of
professional practice and
understanding of the
meaning of shared
governance, as measured by
a blended evaluation tool
administered immediately
following an educational
intervention.

Post-test using “Blended evaluation tool” with 9 questions on a
5-point Likert-type scale and 2 fill-in style questions to measure
learning before and after an educational session on the TAPP
model and nursing shared governance. This tool is borrowed
from Kirkpatrick & Kirkpatrick (2016) and adapted for use
with my project. The content was created directly from the
objectives and content of the educational presentation created by
the PM.

Data:
Qualitative: 2 open-ended questions to obtain APN
perceptions of what components they believe will be most
beneficial and illicit concerns/suggestions before project
implementation.

To quantify APN knowledge of
the TAPP model and nursing
shared governance before and
following an educational
session.

To assess for APN perceptions
of the importance of various
components and obtain
feedback on any concerns or
suggestions before
implementation.

Quantitative: Staff knowledge of TAPP and nursing shared
governance aggregated and displayed as by their ratings of
knowledge pre-and-post test.
2) APNs at PeaceHealth will
have an APN pilot council
starting with APNs in the
Department of Hospital
Medicine by 7/2020, as

A multi-measurement tool (check sheet) created by the PM to
audit and document meeting minutes, representatives, and
mission and bylaws statements.

To assess if an APN council
pilot is assembled represented
by at least 80% of hospital
medicine APNs.

Descriptive statistics –
comparison of the
aggregate mean of
responses on a 5-point
Likert-type scale
comparing knowledge
levels before and after
training.

Qualitative:
Perceptions of APNs on
practice role and
nursing shared
governance, along with
concerns/suggestions
will be collected and
shared as written in an
anonymous format.

Document review and
record of the percentage
of APNs on the hospital
medicine team
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measured by an audit of first
meeting minutes, the
appointment of
representatives, and
completion of mission and
committee bylaws.

Data:

participating in the
council.

Qualitative: check sheet of completion to demonstrate program
development (minutes, representatives, department, mission and
by-law completion).

Quantitative: Number of APNs participating
3) =>80% of APNs on
hospital medicine team at
PeaceHealth Hospital
participated in a Peer Review
Process by 8/2020, as
evidenced by a
documentation audit after
pilot tool implementation

A spreadsheet developed by the PM to include the participant
name, role, department, and column for ‘Y/N peer review’ to
serve as a check sheet of peer review completion.

To assess if a peer-review
process was implemented and
how many APNs and
departments participated.

Data:

Document review –
check sheet of
completion

The percentage of
APNs in the department
will be recorded.

Qualitative: spreadsheet/checklist of completion

Quantitative: Number and percentage of APNs participating in
the process will be recorded. The number of departments
participating in the process will be recorded as a benchmark to
use for future planning.
4) APNs in the Peace Health
Hospital Medicine
department at PeaceHealth
Riverbend hospital have
written job description drafts
by 8/2020.

Data collection spreadsheet created for outcome #3 will be
expanded to include another column for “job description” – this
will serve as a record of completion.

Data:
Qualitative: spreadsheet/checklist of completion

To determine if a job
description draft has been
created for APNs within the
hospital medicine department at
PeaceHealth.

Document review –
check sheet of
completion.
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5) An interprofessional
committee representing
APNs, MDs, and
administration was formed by
8/2020, as measured by
meeting minutes, committee
representative selection, and
development of committee
aims.

A multi-measurement tool (check sheet) similar to that used for
outcome #2 will be created by PM to audit and document
meeting minutes, committee representatives, and committee
aims/mission.

TeamSTEPPS Teamwork Attitudes Questionnaire (T-TAQ) will
be administered to all providers participating in the committee
in May 2019. T-TAQ is a 30-item questionnaire that utilized a
5-point Likert scale to answer 6 questions in each of 5 domains
of teamwork constructs: structure, leadership, situation
monitoring, mutual support, and communication. The test has
been used extensively in healthcare and has high reliability and
validity (Cronbach alpha for 5 domains .7, .81, 83, .7, .74
respectively). A page will be added to include background
questions of role and years of experience. Participants will
remain anonymous for this survey.

To assess if an interprofessional
committee has been established
to include MDs, APNs and
administration members and
goals established.

T-TAQ scores will be tabulated
and saved to repeat the T-TAQ
tests in 6-12 months and assess
for an increase in attitudes
towards teamwork and assess
for differences in attitudes
between MDs or nursing.

Document review.

For future phases
(intermediate goal 6-12
months from pilot start)
– descriptive statistics
will be used to compare
T-TAQ scores
(mean/median)
displayed in a bar
graph and also to
compare differences
between nurses and
MDs.

Data:
Qualitative: check sheet of completion to demonstrate program
development, T-TAQ completion.

6) APNs developed a new
model of care delivery on the
hospital medicine team at
PeaceHealth Hospital by
8/2020 as evidenced by the
implementation of a pilot

Spreadsheet developed by PM documenting participants in the
pilot, role, hospital unit, hours/days worked.

To verify the existence of a
team model of care delivery.

Document review for
the implementation
period.
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program on 1-2 medical
floors from 7/2020 -8/2020

The T-TAQ will be administered to those participating in the
pilot if not also part of the committee formed in Outcome 5.
Participants will remain anonymous for this survey.

Data:

T-TAQ scores will be tabulated
and saved to repeat the T-TAQ
tests in 6-12 months and assess
for an increase in attitudes
towards teamwork and assess if
any differences in attitudes
between MDs or nursing.

For future phases
(intermediate goal 6-12
months from pilot start)
– descriptive statistics
will be used to compare
T-TAQ scores
(mean/median)
displayed in a bar
graph and also to
compare differences
between nurses and
MDs.

To solicit feedback from
project participants on program
changes; measure satisfaction
and solicit ideas/identify
opportunities for improvement.

Descriptive statistics
will be used to report
satisfaction levels based
on Likert-scores –
displayed in bar graphs
by provider type.

Qualitative: check-sheet of completion demonstrating
employees participating in team pilot model over the pilot
period and checkmark of completion of T-TAQ.

7) >85% of participants rated
this program evaluation
favorably as measured by a
questionnaire administered
8/2020 to solicit feedback on
the newly developed
governance council, job
descriptions, peer review
process, interprofessional
committee creation, and pilot
model of care delivery.

A paper survey will be developed by PM to be administered at
the end of the implementation period to consist of 8 questions
on a 7-point Likert-type scale, 2 fill-in questions, plus
background information (professional degree/role) and
administered to all participants. Questions will be designed to
reflect participants' experience and satisfaction with short-term
outcomes 1-6 above. Reliability and validity will come from
stakeholder involvement and working through materials in Cox
& Cox (2008), specifically Resource A, “Evaluating a
questionnaire, a self-assessment.”

Data:
Qualitative: 2 open-ended questions to solicit feedback from
participants regarding satisfaction with project outcomes and
ideas for future improvements/belief in system change.

Qualitative data will solicit
feedback and ideas for the
future.

Quantitative data will
demonstrate staff satisfaction
with various program
components and assess

Qualitative data will be
reported as provided by
participants and
grouped only by role
(MD vs APN, etc.)
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confidence in program
sustainability.
Quantitative: 8 questions on a 7-point Likert-type scale
tabulated and displayed numerically.
Reference:
Cox, J. & Cox, K.B. (2008). Your opinion please! How to build the best questionnaires in the field of education. Thousand Oaks, CA: Corwin Press.
Kirkpatrick, J. D. & Kirkpatrick, W. K. (2016). Four levels of training evaluation. Alexandria, VA: ATD Press.
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Appendix K

DNP Project - Multi-measurement data collection tool

Outcome

Data
Collection

1. APNs at PH have
increased awareness of
domains of practice and
shared governance

blended
evaluation
tool /pre-posttest

Questions 1-7 -Likert-type scale
Questions

1

2

participant
participant
participant
participant
Open-ended question 1

(see comments sheet)

Open-ended question 2

(see comments sheet)

3

4

5

6

7
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2. APNs at PH will have APN
pilot council

Audit of completion

Participants

meeting
minutes

3. APNs on PH hospital
medicine team participate in
peer review

Audit of completion

Participant

Role

Department

Peer Review
(Y/N)

Job
Description
draft (Y/N)

Representatives

Role

meeting
minutes

Aims/mission

T-TAQ (Y/N)

6. New team model of care
delivery

Audit of completion

Mission
statement

4.
Completion
of job
description
draft

5. Formation of
Interprofessional committee
(see next sheet for tabulated
scores)
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Participants

Role

Unit

Hours worked

T-TAQ (Y/N)

(see next sheet for tabulated
scores)

2

3

4

5

7. Program Evaluation
Questions 1-10 on Likert-type scale
Questions

1

Participant
Participant
Participant
Participant
Participant
Open-ended question 1

(see comments sheet)

Open-ended question 2

(see comments sheet)

6

7

8

9 1
0

Role
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Appendix L

System Institutional Review Board
DATE:

April 10, 2020

TO:
FROM:

Andrea Childress, NP
PeaceHealth System Institutional Review Board

PROJECT TITLE:
SUBMISSION TYPE:

[1589467-1] Developing Organizational Support and Leadership
Structures for Advanced Practice Nurses in the Hospital Setting
New Project

ACTION:
DECISION DATE:

DETERMINATION OF NOT RESEARCH
April 10, 2020

Thank you for your submission of New Project materials for this project. The PeaceHealth System Institutional Review
Board (IRB) has determined this project does not meet the definition of human subject research under the purview of
the IRB according to federal regulations.
We will retain a copy of this correspondence within our records.
If you have any questions, please contact the IRB. Please include your project title and reference number in all
correspondence with this committee.
The IRB is covered under Human Subjects Assurance number FWA 00003906
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Appendix M
Andrea Childress, Scholarly Project Expense Report
Grand Total
Expense
Category

Personnel

Expense Description

Project manager hours (education, committee
formations, peer review formation, council
formation, project management)
1 APN project manager

Personnel

APN training time
APN time on lit review - creation of peer
review process

Personnel

APN time on Interprofessional committee

Personnel

APN time - council meeting participation

Personnel

MD time

Personnel

Explanation of Expense

Material &
Supplies
Paper, training binders, posters, copying

15 APNs across departments for 2 hour
training module - est avg hourly rate $60/hr
Formation of peer review committee, lit
review time - est 2-3 APNs - $60/hr
3 APNs x 10 hours developing and
attending newly developed committee
meetings
8 APNS x 2 hours of council formation, first
meeting, charter development
MD participation on peer review and interprofessional committees
15 educational packets , 15 pre & post
surveys 50 team surveys

IT

meeting room
hospital conference room
upload training documenation on share point,
build on-line web based training option, online survey development
IT professional time

Marketing

posters on 5 units/hallway, on-line hospital
newsletter

Space

computers,
office
computers, office space, electricity

Type of Cost

$ 16,820.00

variable

Volume
Cost per Unit
meetings 10 hrs, tool
development 50 hrs,
education 2, peer review
development 10, committee
development 10, pilot
project implement 4 hr,
council formation and
meetings, data
collection/analysis 40)
126 hrs x $60 / hr

$

7,560.00

Variable

2 hrs x 15 APN = 30 hrs

$60/hr

$

1,800.00

variable

10 hours

$60/hr

$

600.00

variable

3 APNs x 10 hours

$

1,800.00

variable

8 APNx x 2 hours

$

960.00

variable

$132/hr

$

1,320.00

Fixed

10 hours
5 poster boards/3 reams
paper, 15 binders/divider
packs

$15/ream,
$5/binder

$

120.00

Fixed

1 room

$150/month

$

450.00

$40/hr

$

400.00

variable

5 posters, 1 hour admin time to post on
free organizational on-line news bulletin

variable

computers for lit searches, surveys,
training, space -

Fixed

1 technician x approx 10
hours
5 posters, post on free
hospital newslater - admin
time 25/hr
10 computers - available
throughout hospital x 3 mos,
room electric 6.91/mo x 3
mos, computer electric
$1.83/mo x 3 mos

$60/hr x 3 APN x 10
hours
8 APNs x 2 hours x
$60 / hr

Total

$10/poster, $25/hr x
1 hour
$
$166/computer,
room electric $6.91
x 3 mos, computer
electric $1.83/mo x
10 computers
$

75.00

1,735.00
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Appendix N
Andrea Childress: SP 2-3 Year Budget
Yearly Totals: $
16,820.00
Expense Category

Personnel

$

Year 1

$

19,432.00

$

Year 2

14,040.00

$

19,855.00
Year 3

14,608.00

$

Material & Supplies

$

120.00

$

30.00

$

Space

$

450.00

$

2,400.00

$

Equipment

$

-

Rationale
Meeting costs increase
after initial program
development: peer review
committee quarterly meet
4 APN @ $60/hr, 1 MD @
$132/hr, 1 Admin @
$118/hr.
15,046.00
Interprofessional
committee 3 APN, 2 MD,
1 admin, 1 RN @ $40/hr.
Council meetings 8 APN x
monthly meet x 1
hour.Year 3 increased 3%
for cost of living adjust
initial costs of
binders/posters will be
15.00
eliminated in future years paper supplies for further
surveys is minimal
2 committee quarterly
committee meetings plus
2,400.00
monthly council meetings est room charge $150
Initial start up costs will
not carry through training modules posted
year 1

IT

$

400.00

$

-

Travel

$

-

$

-

Marketing/Advertising

$

75.00

$

100.00

$

100.00

Fees

$

-

$

-

$

-

Incentives

$

-

Computers/office

$
$

Revenues:

1,735.00

$

2,294.00

$

1 hour admin time for
quarterly news posts

Computer use and
associated electric
2,294.00
expanded over 12 mos in
years 2-3

-

0

0

No anticipated
organizational revenue,
however, cost savings
anticpated longer term by
0 cost avoidance
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Appendix O

Statement of Operations

Operating Income
Revenue Total
Source
No revenue - this is a subsized project
with no associated revenue. In kind
contribuations for labor, equipment
and space provided by hospital

Description

In kind labor- MD, APNs,
administor
In kind materials
/paper/binders
In kind
space/computers/office
In kind - IT contributions
In Kind -APN Project Manager
time donation (~ 126 hrs)
In kind - marketing/ad

Expenses
Expenses
Personnel
Material & Supplies
Space
IT
Marketing/Advertising
Incentives
computers/office use
Total expense
Operating Income - Revenue - expense

$ 16,820.00
Amount

$

6,480.00

$

120.00

$
$

2,185.00
400.00

$
$

7,560.00
75.00

$ 16,820.00

Description
$
$
$
$
$
$
$
$
$

Amount
14,040.00
120.00
450.00
400.00
75.00
1,735.00
16,820.00
-
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Appendix P
Slide 1

___________________________________
___________________________________

Advanced Practice Nursing
in the Hospital Setting

___________________________________

A step towards defining our practice and creating a system of shared
governance

___________________________________

Slide 2

___________________________________
Goals of this session ☺

___________________________________

• Increased knowledge of shared governance and
applicability to advanced practice nursing (APN)
• Increased awareness of APN domains of practice

___________________________________

• Knowledge of the transformation advanced practice
model (TAPP)

• Understanding of the benefits of working with a
model to define our role within the hospital

___________________________________

Slide 3
•
•
•
•

Certified Nurse Midwive (CNM)
Nurse Practitioner (NP)
Clinical Nurse Specialist (CNS)
Certified Registered Nurse Anesthetist
(CRNA)

Bringing the highest level of clinical
nursing to the bedside

Advanced
Practice
Registered Nurse
(APRN)
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Appendix Q
6/25/20
Advanced Practice Council – Meeting #1
Meeting minutes

1. Review and housekeeping
Review of feedback from shared governance/TAPP model training session –
ensure clear goals
Meeting frequency set to q month – last Thursday of each month @ 12:30
Admin support will be available for agenda, sending out invites, taking minutes
Structure – given small group will forego formal councils and chairs until group
expanded
Minutes to be posted on Microsoft teams website
2. Vision and officers
Andrea Childress and Samantha Loomis to be Chair and Co-chair for first cycle
Discussed forming a vision incorporating PeaceHealth Mission and values and
our goals. Group would like to see several examples from other programs.
Andrea will e-mail out ahead of next meeting to all members and we will present
several examples and finalize vision next meeting.
3. Role Definition -Job Description draft.
Andrea will draft a first version based on TAPP model and hospital bylaws/privileges. This will be posted on Microsoft teams to group to review and
edit.
4. Peer Review – Sam Loomis has taken lead on this project.
Sam is working on a 3-component strategy to balance out the subjective
component with fact based measures, as well as to provide the reviewee with
professional growth goals. Components will include 1) Professional growth 2)
Factual measures of various individual /group metrics, and 3) subjective
component for reviewer based on chart review.
5 charts will be reviewed to include discharge, H&P, consult note, 2 progress
notes.
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Julanya will obtain the confidentiality form/policy number from Med-staff
related to chart reviews
Andrea & Sam will put together some scripting / language to use when doing the
reviews to help with the learning process of how to give and receive feedback.
Not all of the group is comfortable with the process. This will take some time in
practice/observation and can be modified as we go. It was emphasized this is a
quality improvement project, in no way punitive.
5. Collaborative Practice – form interdisciplinary work group with MD participation
to discuss goals and how the pilot model will function. Schedule reviewed. Will
request Dr. Yeomans and Binod participate in Interdisciplinary committee. It
looks like we will be partnered on separate units.
Andrea will create worksheet of partnered MD/NPs for 6 weeks beginning July
14th schedule through first 4 weeks in August. All NPs will participate (except
PM). T-TAQ will be administered to each participant before start of July 14 th
start date. T-TAQ will be e-mailed out to each participant if not available in next
two weeks. A memo will be developed after committee outlines the goals and
communication plan of the pilot model.
6. Open discussion.
No new topics from group. Next meeting topics will be:
Complete vision building from other examples
Review and finalize peer review process
Review job description draft
Discuss pilot and collaboration
Open – can discuss future goals / topics

123

Appendix R
PeaceHealth Advanced Practice Council
Mission ideas:
The advanced practice nursing council serves to provide a forum to facilitate participation and
involvement in the domains of advanced practice nursing, to include organizational priorities,
education, quality and safety initiatives, and professional development. The council promotes
the advanced practice role through empowerment, collaboration, and offers a network for
mentoring and communication to promote an organizational structure supportive of APNs.
Consistent with the PeaceHealth values of respect, collaboration, and stewardship the advanced
practice council serves to ensure APN empowerment and provide a forum for discussion of
issues relevant to advanced practice nursing. We aim to ensure high quality, patient-centered
care and growth opportunities for APNs.
Or – can borrow directly and /or adapt one of the other examples. (Copied below for ease of
access)
Vanderbilt Advanced Practice Council – Nashville, TN
The advanced practice council’s purpose is to provide a forum for discussions of issues relevant
to advanced practice and whereby other hospital groups can communicate. The council is a
support group and arena for information sharing and serves as a mentoring network for new
advanced practice professionals.

Advanced Practice Nursing Council – Eisenhower Health – Rancho Mirage, CA
Mission
The Advanced Practice Nursing Council provides a forum to facilitate and promote the
involvement of Advanced Practice Nurses in performance-improvement activities, professional
development and clinical growth, research and education. This council promotes the advanced
practice role through organizational involvement, mentorship, collaboration, independent
clinical decision-making and enhancement of inter-professional communication.
Goals
To optimize the role of the Advanced Practice Nurse at Eisenhower Medical Center.
To strengthen the role of the Advanced Practice Nurse Council within the Shared Governance
structure.
To support evidence-based practice, research, and education to strengthen the provision of
quality care.
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Appendix S

Caregiver Job Profile
JOB TITLE:

Advanced Practice Nurse

DEPARTMENT NAME:
REPORTS TO:

Hospital Medicine Services

Medical Director and Director of Hospital Medicine

JOB CODE:
DEPARTMENT

#:
FLSA STATUS:

Exempt

JOB SUMMARY

The Advanced Practice Nurse (APN) works in collaboration with other team members while
being empowered to work autonomously within the department to deliver patient-centered
care, driven by professional ethics, aligned with the mission, vision, values, strategic goals,
and organizational aims of PeaceHealth.

ESSENTIAL FUNCTIONS
1.

Provide direct, patient focused care to patients including assessments, physical
exams, ordering diagnostic and therapeutic tests/treatment, interpreting results
and data, and formulating treatment plans within APN scope of practice.

2.

Utilize advanced critical thinking and diagnostic reasoning skills in clinical decision
making.

3.

Influence and advocate for best practices by leading clinical teams, chairing or
participating in committees, and/or directing other initiatives aimed at improving
patient care or clinical practice of nurses and other professionals.

4.

Strong verbal and written communication skills and collaboration with multidisciplinary team members to include nursing, medicine, pharmacy, therapy, and
care management to provide wrap-around, synergistic, care that maximizes each
team members commitment and contribution to quality patient-centered care.

5.

Partner with stakeholders to lead and/or participate in quality and safety initiatives
with data-driven conclusions and process improvements.

6.

Participate in evidenced-based practice and research by leading or participating in
developing evidenced based guidelines and order sets or participating in research
studies. APNs is expected to engage in scholarly activities that apply best
evidence to support patient / family centered care or the APN role.
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7.

Assesses learning needs and uses educational strategies to promote knowledge
development of students, peers, nursing staff, interdisciplinary colleagues, and/or the
public to address specific patient care needs.

8.

Engage in transformational professional practice by participating in activities beyond
the practice setting such as participation in professional practice organizations,
presentations, publications, and policy making activities that influence health care
services or the APN role.

9.

Participate in regulatory and credentialing practices related to licensure,
credentialing, and assume accountability for APN professional and regulatory
standards. Participation in APN peer review, medical staff committees, and/or
advisory committees.

10. Support the Department of Hospital Medicine by attending monthly business

meetings and other presentations as offered.
11. To maintain clinical privileges, must maintain written service agreement with

supervising physician who is currently appointed to the medical staff per current
hospital by-laws.
LEADERSHIP MODEL FOR DIRECTOR
Click here for details.

QUALIFICATIONS
EDUCATION:

APN must be a graduate from an accredited school of nursing with an NP or CNS

EXPERIENCE/TRAINING:

•

Hospital based experience preferred

•

New graduates considered with willingness and eagerness to learn and
develop professionally.

•

Attend annual conferences and participate in on-going educational
opportunities.

•

Maintains a valid, unrestricted RN and NP/CNS license to practice in the
state in which he/she practices.

•

Appropriate board license/certification through ANCC or AANP.

•

Excellent verbal, negotiation, and written communication skills, particularly
with key stakeholder groups such as other clinicians, nursing, therapy
teams, and quality improvement staff.

LICENSE/CERTIFICATION

OTHER SKILLS:

REGIONAL/LOCATION SPECIFIC NOTES
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At PeaceHealth, we carry on the healing mission of Jesus Christ by promoting personal and
community health, relieving pain and suffering, and treating each person in a loving and caring
way. The fulfillment of this Mission is our shared purpose. It drives all that we are and all that we
do. Caregivers of PeaceHealth embrace the spirit of these words and share our commitment to
Exceptional Medicine and Compassionate Care and are willing to learn and grow as a member of
the PeaceHealth family.

DISCLAIMER:
The above information on this description has been designed to indicate the general nature and
level of work performed within this job class. It is not designed to contain or be interpreted as a
comprehensive inventory of all duties, responsibilities, and qualifications required of caregivers
assigned to this job.
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Appendix T
July
Da
y
14
15
16
17
18
19
20
21
22
23
24
25
26
27

NP
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)

MD
Yeomons
(OHVI)
Yeomons
(OHVI)
Yeomons
(OHVI)
Yeomons
(OHVI)
Dhungana
(TS)
Dhungana
(TS)
Dhungana
(TS)
Dhungana
(TS)
Emerson
(7N)
Emerson
(7N)
Emerson
(7N)
Anacius (7N)
Anacius (7N)
Anacius (7N)

28
29

NP

MD

NP
Shinn
Loomis
Austin
Barry

MD
Yeomons
Gunasek
ara
Duart
Dhungan
a
Emerson
Anacius
Kuo

Shinn
(CDU)
Shinn
(CDU)
Shinn
(CDU)
Shinn
(CDU)
Shinn
(S4)
Shinn
(S4)
Loomis
(UD)
Loomis
(UD)
Loomis
(UD)

Gunaskera
(tracs)
Yeomons
(tracs)
Yeomons
(tracs)
Yeomons
(tracs)

Hutano
Burt

Kuo (UD)
Kuo (UD)
Kuo (UD)

August
1
2
3
4
5

Austin
(6N)
Austin
(6N)

Dhungana
(6S)

Shinn
(7NF)
Shinn
(7NF)

Hutano (7S)
Hutano (7S)

Barry
(CDU)
Barry
(CDU)

Kuo
(tracs)
Kuo
(tracs)
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6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Loomis
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)
Austin
(6N)

Anacius (7S)
Anacius (7S)
Anacius (7S)

Yeomons
(OHVI)
Yeomons
(OHVI)
Yeomons
(OHVI)
Dhungana
(6S)
Dhungana
(6S)
Dhungana
(6S)
Dhungana
(6S)
Dhungana
(6S)

Duart (7S)
Duart (7S)
Duart (7S)
Duart (7S)

Shinn
(7NF)
Shinn
(7NF)
Shinn
(S4)
Shinn
(S4)
Shinn
(S4)

Shinn
(S4)

Shinn
(CDU)
Shinn
(CDU)
Shinn
(CDU)
Shinn
(CDU)
Shinn
(S4)
Shinn
(S4)
Shinn
(S4)

Anacius (7S)
Anacius (7S)
Burt (S3)
Burt (S3)

Yeomons (S5)

Kuo (tracs)
Kuo (tracs)
Gunasekara
(tracs)
Gunasekara
(tracs)
Yeomons (S5)
Yeomons (S5)

Barry
(CDU)
Barry
(CDU)

Kuo
(tracs)

129

Appendix U
Team model of care – Pilot parameters discussed and first work group meeting.
Who: Selected MDs and NPs – see schedule with pairs for each time frame
What: pilot model of team-based care delivery
When: July 14, 2020 – August 24, 2020
Where: Riverbend and UD patient care
Why: To foster communication and teamwork and provide interdisciplinary team based
patient care.

Parameters discussed at 6/30/20 workgroup meeting:
1. Each pair will communicate daily. Send text or call to see how the other is doing,
inquire if any help needed, if one person had significantly more patients or
significant events to respond to can reach out to the other for assist.
2. MD will be available for back-up if NP determines patient needs to be seen by
physician (other than sub-specialist/ICU. If this happens, MD will see the patient
and bill accordingly.
3. Pairs may swap patients if needed during a day (fired by patient, complexity, etc.)
If they do swap and patient is not on district near that provider, the patient should
be placed on nearest district team that evening.
4. The MD will not be supervising, reviewing NP’s notes, attesting/signing NP
notes, or checking over patient charts. The goal is simply to improve
conversations around patient care and foster teamwork and better collaboration.
5. NP will not make a reference to partnered MDs name in their notes if case is
reviewed.
6. Each will check in with their paired partner before leaving for the day to see if the
other is good or could use some help before leaving for the day.

130

Appendix V
Peer Review - “We are all a product of feedback both personally and professionally”
5 Evidenced-based practices regarding Peer Feedback:
1. Timely
2. Specificity
3. Observation-based (not interpretation of the behavior)
4. Relevant
5. Balanced – informing and reinforcing
Peer Review Model: Based on the assumption that all are intellectual and have unique points of
view. We all care about doing our best. All perspectives are equally valid.
Advocate before inquiry. Identify why you think something is relevant.
Method:
1. Start conversation with observation
“Jane, I noticed ….”
“Jane, I appreciate how you….”
“Jane, when I heard you say…”
2. Advocate to relate.
“It was helpful when…”
“It was important because…”
“When that happened to me…”
“I’ve found it important to…” (example – I’ve found it important to review the MAR each
day to search for orphan drugs.)
“My style may have been doing xyz, I’m curious on your approach/perspective…”
3. Inquire to understand (be curious)
“I wanted to understand your perspective…”
“I wanted to learn…”
Use “Why” questions to negotiate and facilitate discussion and teaching
“I’m curious what you were thinking about….”
Misc. notes:
• Feedback informs our behaviors. If we have blind spots feedback can be very powerful.
• Tone is critical – needs to be comfortable.
• Can start by asking permission.
• Creates a culture of feedback.
• Peer review model avoid passive -aggressiveness. It is specific and based on
observations. Gaining perspective is important. This is different than learner feedback.
This is inquiry/sharing/gaining perspective.
• Sharing and discussion goes into the framework. Learners always welcome feedback if
they feel safe.
• If the process is a shared expectation, usually people are open to it.
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Name/title of Reviewer: ____________________________________
____________________________

Date

Peer Feedback for: ________________________________________
Please rate the above-named advanced practice nurse on the following competencies as
identified by The Joint Commission for providers as well as the National Organization of Nurse
Practitioner Faculties (NONPF) and Transformational advanced practice provider model (Elliot &
Walden, 2015). Each APN should also self-rate to compare and discuss future goals.
The following guidelines are to be used in selecting the appropriate rating:
1
6

2

3

4

5

Never
N/A

Rarely

Occasionally

Frequently

Always

______________________________________________________________________________
______________
Patient Care
6

1

2

3

4

5

Implements the highest standards of practice to provide patient and family-centered care that is compassionate,
appropriate and effective for the promotion of health, prevention of illness, treatment of disease, and care at the end
of life care exhibiting both independent and interprofessional practice behaviors.

Medical Knowledge/ 1
6
Evidenced Based Practice

2

3

4

5

Practitioners are expected to demonstrate knowledge, both established and evolving, and participate in scholarly
activities / learning opportunities that seek to generate and/or apply best evidence to support patient centered care
and/or the advanced practice role.

Quality and Safety
6

1

2

3

4

5

The APN participates in healthcare delivery that is safe, effective, timely, efficient, equitable, and patient/family
centered. They are able to lead or participate in interdisciplinary teams and be proficient with tools and information
support systems that support quality improvement and safe patient outcomes.

Interpersonal
1
6
Communication Skills

2

3

4

5

Demonstrate interpersonal and communication skills that enable the practitioner to establish and maintain
professional relationships with patients, families, and other members of the healthcare team.

Professionalism
6

1

2

3

4

5
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Practitioners are expected to demonstrate personal characteristics consistent with high moral and ethical behaviors,
have and understanding and sensitivity to diversity, and a responsible attitude toward their patients, profession, and
society.

Systems-based Practice 1
6
Organizational Priorities

2

3

4

5

Demonstrates an understanding of the contexts and systems in which care is provided. Participates in evaluation of
practices and problem resolution that leads to organizational efficiencies and improved outcomes related to care,
patient satisfaction, and access (use of technology, policy development, task force and/committee participation based
on organizational needs)

Transformational
6
Practice /Leadership

1

2

3

4

5

Participation in organizational memberships, policy making activities, presentations, participation in self-governance
and activities that influence health care beyond direct patient care.

Education
6

1

2

3

4

5

Assesses learning needs and uses strategies to promote knowledge development in students, peers, patients, nursing
staff, interdisciplinary colleagues, and/or the community.
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PEACEHEALTH SACRED HEART MEDICAL CENTER
HOSPITALIST NURSE PRACTIONER PEER REVIEW
CHART IDENTIFICATION NUMBER: _____________________
APN PROVIDER: _____________________
REVIEWER: _____________________
REVIEW DATE:_____________________
YES
1.

Was the History adequately documented including
medical/surgical, social, family and ROS?
- provider documented sufficient HPI for the reviewer
to clearly understand the patient’s medical problem- for
all chart types with more robust/detailed information
on H&P and Discharge
-Documentation of important PMH, SH,FH, and ROS
is present -depending on chart type

2.

Was the physical exam appropriate for the problem or
diagnoses?
-Provider documented necessary elements of the
physical exam to evaluate the problem
-provider documented sufficient elements of the
physical exam to support the diagnoses

3.

Was the assessment/diagnosis appropriate?
-The providers diagnosis is sufficiently supported by
the information obtained
-differential diagonsis is documented and supported
by data prior to final diagnosis

4.

Were appropriate diagnostic tests and labs ordered?
- appropriate diagnostic tests and labs to investigate
patients problem were ordered
- avoidance of tests/labs that are not useful in
evaluating patients problem

5.

Were appropriate medication, dosage, and duration
used

6.

Were appropriate non-drug treatment modalities ordered?

NO

N/A

Comment/
suggestion
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7.

8.

When significant or sustained deviations from normal
values or expectations were observed, were timely and
appropriate interventions documented?
-follow up of abnormalities on hx, physical exam, lab
studies or other diagnostic studies were thorough ,
complete and documented
Were appropriate consultations/referrals made?

9.

Were appropriate health maintenance/patient education
attempts documented?
- Provider documented that written or verbal
education was given to patient about the medical
problem
- Provider consulted/referred health educator (i.e.
MSW for ETOH abuse counseling)

10.

Are all hospital problems on problem list?

11.

Has Medication reconciliation been completed and
reviewed?

12.

Was the use of unapproved abbreviations avoided?

13.

Is code status discussed and documented?

14.

On discharge summary is disposition and follow up
documented?
When taking over service from another provider less
than 50% of the note will be copied and what is copied
will be updated and accurate to reflect current status of
patient/problems.
-no part of the physical exam is copied

15.

COMMENTS:
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
Discussed with, and form given to provider
Date: ___________
Signature of Provider: _______________________________
Signature of Reviewer: _______________________________
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Appendix W

APN pereception of knowledge before and after training
5

4.5

4

3.5

3

2.5

2

1.5

1

0.5

0

1

2

Mean score before

2.4

2.2

Mean score after

4

3.8
Mean score before

3

4

5

3.2

2.2

3.2

4.4

4.2

4.6

Mean score after

1

Knowledge of shared governance

2

Knowledge of the components of shared governance structures as it relates to APRNs

3

Knowledge of the domains of advanced practice nursing

4
Knowledge of awareness of the transformational advanced professional practice (TAPP)
model
5

Understand the importance of having role definitions

I believe the information presented is worthwhile to pursue and apply at PeaceHealth: Avg 6.2/7
I anticipate I will receive the necessary support to successfully apply what I learned: Avg 5.6/7
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Appendix X
DNP Project - Multi-measurement data collection tool

Outcome

Data Collection

1. APNs at PH have
increased awareness of
domains of practice and
shared governance
Questions 1-7 -Likert-type scale
Questions
participant
participant
participant
participant
Average

2. APNs at PH will have
APN pilot council
Participants
Andrea Childress
Elena Shinn
Nancy Austin
Sam Loomis
Sarah Barry
Julanya Richards

1
2
2
3
4
2.4

Blended evaluation tool /pre-post-test
Before program
3
4
5
6
7
1
3
1
1
5
5
4
2
2
3
6
6
5
3
3
3
7
5
5
5
1
4
7
5
5
3.2
2.2
3.2
6.2
5.6
4

2
2
2
3
2
2.2

Audit of completion
Chair

Co-chair
Admin

4. Completion of job desciption draft

complete - reviewed 8/7

Peer
Review
(Y/N)
y
Y
Y
Y

Role
NP
CNS
NP
NP

Role
NP
NP
MD
MD
NP
Admin

meeting minutes

Audit of completion
Role
Unit
APNs/MDs multiple

Reviewed 6/30/20 & 8/20/20

completed

7. Program Evaluation
Questions
Participant
Participant
Participant
Participant
Participant

After
3
4
5
5
5
4.4

First meeting = 6/25/2020Second
@ 12:30
mtg 8/7
Minutes reviewed
draft mission reviewed

3. APNs on PH hospital
medicine team
participate in peer review Audit of completion

Participant
Elene Shinn
Sarah Barry
Sam Loomis
Andrea Childress
5. Formation of
Interprofessional
committee
Participants
Andrea Childress
Sam Loomis
Binod Dunghana
Char Yeomons
Elena Shinn
Julanya Richards
6. New team model of
care delivery
Participants
See separate sheet

2
3
5
5
4
3.8

1
4
6
7
6

Section 1
2
5
6
6
6

3
5
6
6

4
5
6
6

5
7
6
6

6

6

6

Section 2 (APN only)
1
2
7
7
7
7
1
3

3
7
7
4

Role
NP
NP
NP
MD

4
3
5
4
5
4.2

5
3
5
5
5
4.6
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Appendix Y

Program Evaluation Results
A job description will help define APN role
Shared Gov Council - format to participate
Peer Review Process
Value in IPC
IPC enhanced communication/teamwork
Support expansion to other units
Pilot Model increased collaboration
Pilot Model was beneficial

1

0

0.5

2

3

1
4

1.5
5

6

2
7

2.5

3

3.5

4

4.5

